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POSITIVE 
RESULTS AGAINST MANY 
GRAM-NEGATIVE INVADERS 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Gram-negative organisms, involved in many stubborn infections, dem- 
onstrate high in vitro sensitivity to CHLOROMYCETIN.'* 


The efficacy of CHLOROMYCETIN against these troublesome invad- 
ers is borne out in vivo in such infections as infantile gastroenteritis,° 
urinary tract infections,'° the septicemic and focal forms of salmonel- 
losis,"" and Friedlinder’s pneumonia.!* 


CHLOROMYCETIN is available in a variety of forms, including Kapseals,® of 
250 mg., bottles of 16 and 100. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent 
and, because certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Schneierson, S. S.: J. Mt. Sinai Hosp. 25:52, 1958. (2) Waisbren, B. A.: 
Wisconsin M. J. 57:89, 1958. (3) Ritts, R. E., Jr.; Mao, F H., & Favour, C. B.,in Welch, H., 
& Marti-Ibanez, EF: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 774. (4) Rhoads, P. S.: Postgrad. Med. 21:563, 1957. (5) Roy, T. E.; Collins, A. M.; 
Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 77:844, 1957. (6) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (7) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 
1957. (8) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. (9) Derham, 
R. J., & Rogerson, M. M.: J. Dis. Child. 93:113, 1957. (10) Murphy, J. J., & Rattner, W. H.: 
J.A.M.A. 166:616, 1958. (11) Rabe, E. F: Pennsylvania M. J. 61:209, 1958. (12) Rosen- 
thal, I. M.: GP 17:77 (March) 1958, 
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IN VITRO SENSITIVITY OF SEVEN GRAM-NEGATIVE PATHOGENS 
TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED ANTIBIOTIC* 


ESCHERICHIA COLI 


395 STRAINS 


1 


CHLOROMYCETIN 82.8% 


AEROBACTER AEROGENES 


2 
148 STRAINS ANTIBIOTIC A 32.4% 


BACILLUS PROTEUS 


3 
101 STRAINS ANTIBIOTIC A 5.0% 


B. PYOCYANEUS 


CHLOROMYCETIN 16.0% 


269 STRAINS 
4 
103 STRAINS 


ANTIBIOTIC A 24.3% 


SALMONELLA 
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CHLOROMYCETIN 92.3% 


B. ALKALIGENES FECALIS 
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* Adapted from Schneierson.* 
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ot receive any transfusion of biged or 
any hematinic other than the intramuscular cose of fron, His 
imial Concentration of hemoglobin measured 5.8 gm, per 
EMO CC. Of biood andin spite of operation 
@ne turther loss of Blood the concentration increased to 
Bee Gm. Within less than 3 weeks. Concomitantly with the 
Hematologic iMprovement there was clinical improvement 
mre Subsidence Of the initia! primary symptoms [unusual 
ion on exertion].”2 


exce’ with a retic 
of 3 per Gent on the seventh day, and a cornplete disap: 
pearance Of the anemia and conversion from hypechremic 
Netmochromic cells by the end of two months, She expe- 
mented remarkable improvement in pep and sense of well- 
with the alieviation her anemia 


A. B.: Proc. Staff Meet. Mayo Cin. 32.705 (Dec. 11) 1957. 
Louis, and Limarzi, Clin North America 
an.) 1958, p. 3. 


Overy box. There are 50 mg. of cle vente! iron oer cc. Request brechure 
NDA 17, insferon. 


Gistributed by Lakeside | aborato es, inc, under license 


from Benger Laboratories, Lim... 


| TYPICAL IMFERON RESPONSES | 
| | INTRAMUSCULAR IRON-DEXTRAN COMPLEX 
CHRONIC BLOOD LOSS: | 
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NEW ‘“‘flavor-timed’’ dual-action 
CORONARY VASODILATOR 


ANGINA PECTORIS | 


NITROGLYCERIN— 
0.4 mg. (1/150 grain)—acts quickly dev 
1 tablet four times daily. 
Therapeutic dose: 
1 tablet held under the tongue until citrus 


flavor disappears, then swallowed. 
PENTAERYTHRITOL TETRANITRATE — Bottles of 100. 


15 mg. (1/4 grain)— prolongs action 


VIRGINIA MepicAL MONTHLY 


CITRUS “FLAVOR-TIMER” — 
signals patient when to swallow 
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FLAVORED 


Children's Size 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 


25¢ Bottle of 48 tablets (1% grs. each). 
We will be pleased to send samples on request. 
THE BAYER COMPANY DIVISION of Sterling Drug inc. 1450 Broadway, New York 18, N. Y. 
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Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 

Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. . . . Excellent progress and weight gain for a 
very immature infant.” 


Patients receiving 


NILEVAR 


Eat more... 
Feel better... 
Recover faster 


IN DEBILITATING DISEASE 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. ... More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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CHLOROTHIAZIDE 


BECKER, M. C., Simon, F. and Bernstein, A.: J. Newark Beth Israel Hosp. 
9:58 (January) 1958. 


“On chlorothiazide the response was striking with . . . improvement in cardiac 
status and loss of toxic symptomatology. . . . One of the most important effects 
of the potent oral diuretic was the smooth continuous diuresis. There was less 
fluctuation in the weight . . . marked diminution in the number of acute 
episodes of congestive heart failure such as paroxysmal dyspnea and 
pulmonary edema. . . . [DIURIL] appeared as potent a diuretic as parenteral 
mercurials and indeed in some patients it was effective when parenteral 
mercurials failed. ... We have encountered no patient who once responsive to 
chlorothiazide later developed resistance to it.” 


DOSAGE: one or two 500 mg. tablets DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide); 
bottles of 100 and 1,000. 


MERCK SHARP & DOHME vision of MERCK & CO., Inc., Philadelphia 1, Pa. 
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markedly relieves 
pulmonary 


ANY INDICATION FOR DIURESIS 1S AN INDICATION 
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For every topical indication, 
a Burroughs Wellcome ‘SPORIN’... 


@ Combines the anti- 
inflammatory effect 
J of hydrocortisone with 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 


O1nTMENT: Tubes of % oz. and }% oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Oric Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 

effective against virtually N FOS Pp R N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 4 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OpuTHALMic SOLUTION: Bottles of 10 cc. with sterile dropper. 

Lotion: Plastic squeeze bottles of 20 cc. 

Powper: Shaker-top bottles of 10 Gm. 


Fe 


4 ® Offers combined anti- 
biotic action for treating 
a 1 LYSP ) R N conditions due to suscep- 
tible organisms amenable 
es brand ANTIBIOTIC OINTMENT to local medication. 


OINTMENT: Tubes of ¥% oz., 1 oz. and % oz. (ophthalmic tip). 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Raise the Pain Threshold 


Phenaphen with Codeine provides 
intensified codeine effects with 
control of adverse reactions. 

It renders unnecessary (or postpones) 
the use of morphine or addicting 
synthetic narcotics, even in 

many cases of late cancer. 


Three Strengths — 

PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 4% gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital % gr...... (16.2 mg.) 
Hyoscyamine sulfate... . . (0.031 mg.) 


Robins 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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Relief in minutes...lasts for hours 


In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, ‘“unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion... .”’* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “‘nose drop addiction.” 


Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 


*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each timed-release TRIAMINIC Tablet contains: 
Phenyipropanolamine hydrochloride 50mg. 
Pheniramine maleate . 25 mg. 
Pyrilamine maleate 25 mg. 


Dosage: 1 tablet in the morning, mid- 
afternoon, and in the evening, if needed. To 
be swallowed whole to preserve the timed- 
release feature. 


running noses 


and open stuffed noses orally 


Also available: Triaminic Juvelets, 
timed-release, half-dosage tablets; 
Triaminic Syrup, for children and those 
adults who prefer a liquid medication. 


Triaminic 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 


Each timed-release tablet 


keeps the nasal passages clear 
for 6 to 8 hours — 

provides ‘‘around-the-clock’’ 
freedom from congestion 

on just three tablets a day 


first—the outer layer dissolves 
within minutes to produce , 
3 to 4 hours of relief a 


then —the inner core 
disintegrates to give 3 to 4 
more hours of relief 


timed-release 
tablets 
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Supp-hose 


+ * 


FOR LEG FATIGUE AND MILD VARICOSITIES 


Recent clinical research demonstrated the excel- 
lent value of Supp-hose for leg fatigue, and mild 
disorders where heavy surgical stockings are 
not prescribed. The advantage of Supp-hose is 
that it looks just like any sheer nylon stocking, 
thus it overcomes one of the main objections of 
the patient concerned about her appearance. 


SO MANY WOMEN COMPLAIN ABOUT LEG FATIGUE! 


As you know, expectant mothers, housewives, 
working women, and women with mild varico- 
sities all complain about discomfort of the 
extremities. Supp-hose eases this leg fatigue and 


gives gentle support all day long. Yet Supp-hose 
contains no rubber! Every stitch is fine nylon 
with a special twist that provides an elastic 
quality. 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give five times the wear of ordinary 
nylons. Supp-hose is available in proportioned 
sizes in beige, natural and white. At drug and 
department stores. 


Ke KAYSER-ROTH HOSIERY COMPANY, Inc., 200 Madison Avenue, N. Y. 16, N. ¥. Sold in Canada. 
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‘Trademark Patent *2.841.97 
. 


BUCCAL 


Controls Inflammation and Swelling...Relieves Pain... 
Promotes Healing Through Enchancement of 
Fibrinolysis at the Site of Trauma or Infection. 


References: 1. Innerfield, |.; Shub, H., and Boyd, L. J.: New England J. Med. 258: 1069 (May 24) 1958. 2. Miller, J. M.; Godfrey, G. C.; Ginsberg, M. J., and 


Papastrat, C. J.: J. A. M. A. 166:478 (Feb. 1) 1958. 3. Davidson, E; Prigot, A., and Maynard, A. de L.: Harlem Hosp. Bull. li: 1 (June) 1958 


Helps promote drainage... 
hastens patient's relief... 
reduces mucrsail swelling.' 


Contusions, 

and abrasions... 
reduces discomfort 
and improves 
cosmetic result.’-3 


*Reg. U. S. Pat. Off. 


Streptokinase-Streptodornase Lederie 


TO ACCELERATE THE 


Established Efficacy and Safety: For five years 
VARIDASE, in parenteral form, has been used with 
success in many thousands of cases. Its ability to 
control inflammation, swelling and associated pain, 
aid penetration of antibiotics, and hasten healing 
has been demonstrated in such conditions as severe 
trauma, infected ulcerations, and following exten- 
sive surgery. 


Now, Parenteral Effectiveness ... Simple Buccal 
Route: New Varioase Buccal Tablets give your 
patients the benefits of systemic VARIDASE therapy 
without the inconvenience of repeated injections. 
Absorbed through the buccal mucosa in fully effec- 
tive amounts, VARIDASE Buccal Tablets may be 
used as practical adjunctive therapy in your practice 
within these broad classifications: 


*Reg. U. S. Pat. Off. 


LEDERLE LABORATORIES, a Division 


RECOVERY PROCESS 


Inflammation and edema associated with: trauma 
and infection . cellulitis « abscess - hematoma 
thrombophlebitis - sinusitis uveitis chronic 
bronchitis « leg ulcer « chronic bronchiectasis. 
Each VARIDASE Buccal Tablet contains 10,000 Units Streptokinase 
and 2,500 Units Streptodornase. 
Administration: VarinAse Buccal Tablets should be 
retained in the buccal pouch until dissolved. For 


maximum absorption patient should delay swallow- 
ing saliva. 


Dosage: One tablet four times daily for a minimum 
of three days. When infection is present, VARIDASE 
Buccal Tablets should be given in conjunction with 
an antibiotic such as ACHROMYCIN* V Tetracycline 
and Citric Acid. 


Available in bottles of 24. 


of AMERICAN CYANAMID COMPANY, Pearl River, New York z=) 


menelieves thrombotic 


Furuncles, 
process, controls carbuncles, 
Swelling... gives abscesses ... checks 

dramatic swelling and 
relief of pain.’ 2 


pain... hastens healing.’ 2 


4 Loosens cough... resolves 
— increases antibiotic 
penetration.’ — 


They all went to the doctor... 


I was too much 


I was too little 


I was simply two 


And I was getting brittle 


With my anemia, 
I could never make 
at up th 


AMPLUS*° 


. for sound obesity management 


dextro-amphetamine plus vitamins 
and minerals 


STIMAVITE® 


stimulates appetite and growth 
vitamins B,, Bs, Bw, C and L-lysine 


OBRON’ 


a nutritional buildup for the OB patient 


OBRON’® 
HEMATINIC 


when anemia complicates pregnancy 


NEOBON*® 


5-factor geriatric formula 
hormonal, hematinic and 
nutritional support 


ROETINIC*’ 


one capsule a day, for all treatable anemias 


HEPTUNA’®’ PLUS 


when more than a hematinic is indicated 


(Prescription information on request) 


...and he solved their problems with a nutrition product from New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


Science for the Worid’s Well-Being 
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PAIRING 


One or two 


...[Miltown] produces no behavioral toxicity 


Supplied: 
in our subjects as measured by our 400 mg. 


ed tablets, 
tests of driving, steadiness, and vision.” —_ 


ted 
Relieves anxiety, tension and muscle spasm {abkts. 


bottles of 50. 
in everyday practice lt 
Miller, J. G., Gerard, R. W. 

with unexcelled safety Own A. 


Ann. New York Acad. 


meprobamate (Wallace) Se. 701, May 9, 
ws without impairing Se. 61: 701, May 9, 1957 


autonomic function WwW) WALLACE LABORATORIES, New Brunswick, N.J. 


cm. 7462 


the 
Menopause 


fir St relieves apprehension, anxiety and irritability 


overcomes estrogen deficiency ; relieves vasomotor 


Ss C O } and metabolic disturbances 


] relaxes skeletal muscle; 
t LIT ( relieves low back pain, tension headache 


@ Each tablet contains: 
j Miltown (meprobamate, Wallace) 400 mg. 
dicarbamate 


MILTOWN® CONJUGATED ESTROGENS Conjugated Estrogens (equine) 0.4 mg. 
TRANQUILIZER WITH (EQUINE) Supplied: Bottles of 60 tablets. 
MUSCLE-RELAXANT ACTION ORALLY ACTIVE ESTROGEN 


Dosage: | tablet t.i.d. in 21-day courses 
with one week rest periods; should be 
adjusted to individual requirements. 
WALLACE LABORATORIES, New Brunswick, N. J. 


CmP.7347-78 
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Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


® 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.”’ They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

Atetyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet), 


BRAYTEN PHARMACEUTICAL COMPANY «© Chattanooga 9, Tennessee 
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Faster rehabilitation 


Joint Inflammation “nd muscle spasm 
are the two eleme’ most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirheu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated In cases of severe 
Involvement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When involvement is only moderately 
severe ormiid, MEPROLONE-1may beindicated. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (botties of 100). 
MEPROLONE-1 supplies 1.0 mg. prednisolone 
In the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-5S—S5.0O mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (botties of 30). 


Because muscies move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient... 


Nultip 
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MERCK SHARP & DOHME bivision of MERCK & CO., INnc., Philadelphia 1, Pa. 


Rheumatoid Arthritis 


Nultiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation.., 


Theretore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE is a trade-mark of Merck & Co., Inc. 


Be 
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“Unsaturated Fats and 


Serum Cholesterol” 


...a@ review of the latest Concepts and 


of this important subject. 


This new book is the most up-to-date anno- 
tated bibliography on current research per- 


taining to: 


Results of Current Research 


Now ready for distribution to physicians as a 
special service by Corn Products Refining 
Company, this book supplements and super- 
sedes the 1957 monograph “Vegetable Oils in 
Nutrition” and provides a broader coverage 


As a regular part of daily meals 


1. The origin and behavior of cho- 
lesterol in the human body; 


2. The effect of different dietary 
fats on serum cholesterol levels; 


3. The nature of the active com- 
ponents in vegetable oils; 


4. Suggestions for practical diets. 


Mazola® Corn Oil can be used for 


MAZOLA CORN OIL, a natural food 
and a superior salad and cooking oil, 
used as part of the daily diet, can be 
helpful in the control of serum cho- 
lesterol levels. 

Extensive clinical findings now 
show that serum cholesterol levels 
tend to be lower when an adequate 
amount of MAZOLA CORN OIL is 
part of the daily meals... high levels 
are lowered, normal levels remain 
normal. 

MAZOLA...thg only readily avail- 
able vegetable oil made from golden 
corn oil ...is rich in the important 
unsaturated fatty acids. 85% of all 
the fatty acids in MAZOLA are un- 
saturated and 56% of the fatty acid 
content is linoleic. 

As a result, MAZOLA CORN OIL 
is unusually well suited for helping 
achieve dietary adjustments com- 


control of serum cholesterol levels 


feo; CORN PRODUCTS REFINING COMPANY 


monly recommended by authorities 
on nutrition—that from one-third to 
one-half of the total fat in-take should 
be of the unsaturated type when 
serum cholesterol control is a problem. 
Being a natural food, MAZOLA 
CORN OIL can be included as part 
of the every day meals—simply and 
without disturbing the patient’s usual 
eating habits. 
Each Tablespoonful of Mazola* 


Corn Oil Provides Approximately 
126 Calories —and: 


Linoleic Acid ....... 7.4 Gm. 
Sitosterols ........ 130 mg. 
Natural Tocopherols . . . . 15 mg. 


Typical Amounts Per Diet 
For a 3600 calorie diet 
3 tablespoonsful 
For a 3000 calorie diet 
2.5 tablespoonsful 
For a 2000 calorie diet 
1.5 tablespoonsful 
*Reg. U.S. Pat. Off 
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use THs Coupom for your convenience in ordering: 


Medical Department 
Corn Products Refining Company 
17 Battery Place, New York 4, New York 


Please send me a free copy of your latest reference, 
“Unsaturated Fats and Serum Cholesterol.” 


Voi. 85, SEPTEMBER, 1958 
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Sulfamethoxypyridazine Lederie 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.? 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with. . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references: 
1 we ga. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infecti 1 t t New England J. Med. 


2. Editorial: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederie ) 
*Reg. U.S. Pat, Off. 
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NICOZZOKL. w/Reserpine 


for the aged patient 


. when mental decline 
is complicated by 


marked agitation 


NICOZOL w/Reserpine 


helps reverse cerebral 


deterioration . . . while it 


stimulates body function .. . 


and calms the emotions. 


| for a 3-way synergistic action. . . 
Each tablet NICOZOL w/Reserpine contains: 
Pentylenetetrazol 100 mg. (cerebral stimulant & analeptic ) 
Niacin 50 mg. ( vasodilator ) 
Reserpine 0.25 mg. ( tranquilizer-sedative ) 


Clinically Established» 


In studies of 75 patients (average age —72), with typical 
mental and emotional symptoms together with alternate 
periods of depression and agitation, 87% showed gratifying 
response to NICOZOL w/RESERPINE, 
“This therapy afforded relief of agitation . . . improved 
memory, behavior, sociability, appearance and tidi- 
ness. Symptoms of confusion, aggressiveness, hostility 
and disorientation also were relieved.” Fewer side 
effects were noted. 


x 


AT HOME 
... NOT 
IN A HOME 


. patients who other- 
wise would have re- 
quired institutionalized 
care were managed at 
home.... 
Prescribed early, NICO- 
ZOL w/RESERPINE 
mav avoid later commit- 
ment to nursing homes or 
state hospitals.”!.2 


Write for professional RUG 1. Proctor, R. C.: Clin. Med. 6: 717 
samples and literature Specials (June) 1957 
inc. 
2. Proctor, H. ., rege W. H. and 
PECIALTIES, INC. Morehouse, W. G.: J. Am. Geri- 
atrics Soc. (April) 1958. 
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Now-from Abbott Laboratories— 
\ | 


Good-tasting, cherry-flavored... 


Compocillin-VK Oral Solution 
200,000 units 


Penicillin V acid 200,000 units. 


Potassium penicillin G 200,000 
units 


Median blood levels following oral 
ingestion. 


Penicillin Units Per Milliliter 


o 
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| 
p 
N 
tl 
Ww 
t 
i! 
n 
1 2 3 4 f 


an oral solution of potassium penicillin V 


\ 


\ 


plus the higher blood levels of potassium penicillin V 
\ 


/ 


POTASSIUM PENICILLIN V 


Now, for ora! administration, Compocitiin-VK 
Granules offer you a solution of potassium pen- 
icillin V. Developed by Abbott Laboratories, 
the granules are dry and easily reconstituted 
with water. 

The clear, red solution has a fresh, cherry 
flavor, is taste-tested and is well-accepted by 
patients. And they'll get those high potassium 
penicillin V blood levels (note chart). 

Compocitiin-VK is indicated for all infec- 
tions susceptible to oral penicillin therapy. Also, 
in treating recurring rheumatic fever and in 
managing rheumatic carditis. Compocittin-VK 
may be used in counteracting complications 
from severe viral attacks. 


The initial recommended dose: In acute infec- 
tions, the range is from 125 mg. (200,000 units) 
three times daily to 250 mg. (400,000 units) 
every four hours. For young children, the adult 
dose may be reduced in proportion to age and 
weight. For prophylactic use, 125 mg. (200,000 
units) may be administered once or twice daily. 

Compocitiin-VK Granules for Oral Solution 
come in 40-cc. and 80-cc. bottles. Each 5-cc. 
teaspoon of the reconstituted solution repre- 
sents 125 mg. (200,000 units) of potassium peni- 
cillin V. The dry granules stay stable under or- 
dinary room temperatures. When reconstituted, 


the solution will remain potent 


for two weeks under refrigeration. 


: 
069159 
for oral 
J 4 


THE COMPLETE Rx 
FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and related symptoms in 15-20 minutes 
e effective for 6 hours or longer e promotes expectoration 
e rarely constipates e cherry-flavored 


Each teaspoonful (5 cc.) contains: 


Hycodan® 
Dihydrocodeinone Bitartrate ......... 5 me 
(Warning: May be habit-forming) 6.5 mg 
Homatropine Meithyibromide ........ 1.5 mg. 


Adult Dosage: one teaspoonful q. 6 h. May be habit-forming. 
Federal law permits cral prescription. 


Literature on request 
indo ENDO LABORATORIES 
Richmond Hill 18, New York 
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Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


protection. ... through the full range of common cold symptoms 


Each tablet contains: 


for NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 4 


NEO-SYNEPHRINE HCl 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


for ACHES, CHILLS, FEVER Z 


ACETAMINOPHEN 150 mg. ........... Dependable analgesic and antipyretic 


RHINORRHEA, ALLERGIC MANIFESTATIONS 


THENFADIL® HCI 7.5 mg. ............. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


LASSITUDE, MALAISE, MENTAL DEPRESSION 
CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. 

ete 6 to 12 years: 1 tablet three times a Bottles of 20 and 100 tablets. 
end Thentadi! of thenyidiamine), NEW YORK 18, N. ¥, 
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e postoperatively 


e in pregnancy when 


vomiting is persistent 


e following neurosurgical 


diagnostic procedures 


fo Ir e in infections, intra-abdominal 


disease, and carcinomatosis 


a e rad after nitrogen mustard therapy 
and vomiting 


Squibb Triflupromazine 
e provides prompt, potent, and long-lasting control 
e capable of depressing the gag reflex 
e effective in cases refractory to other potent antiemetic agents 
e may be given intravenously, intramuscularly and orally 
no pain or irritation on injection 


ANTIEMETIC DOSAGE: 
Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral eolution — 1 cc. ampuls (20mg./cc.) 
Oral tablets —10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


Squibb Quality — The Priceless Ingredient 


® SQUIBS TRADEMARK 
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Or 


control of 
common 
postttve 
infections 


@ NEW. YORK 17, N. Y. 
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effective 


tH Medical Encyclopedia, inc., 1958, p. 476. 


CLINICAL all Steph 
RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its grea 

usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant” epidemic 
staphylococci cultures susceptible to Tao, ery- 
thromycin, penicillin and chlioramphenicol.1 


% of Cultures Suscaptible 
to 3.12 mceg./mi. or 


REACTIONS: 


(a) adults (b) children 
Total—9.2% Total —0.6% 

(20 out of 217) (1 out of 167) 
Skin rash ~14% Skin rash—none 
(3 out of 217) Gastrointestinal — 


Gastrointestinal — 
7.8% (17 out of 217) 


There was ¢ lete freed from adverse 
reactions in ‘94, 5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


0.6% (1 out of 167) 


stability in gastric acid « rapid, high and sus- 
tained blood levels + high urinary concentrations 
« outstanding palatability in a liquid preparation. 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 ‘mg. per teaspoonful 
(5 cc.) when reconstituted; lly p ble cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother, 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
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new 3-way 
build-up for 
the under par 


child... 


improve appetite and energy 
with ample amounts of vitamins—B,, Bz, By. 


strengthen bodies with needed protein 
Through the action of I-Lysine, cereal and 
other low-grade protein foods are up-graded 


>» to maximum growth potential. 


discourage nutritional anemia 
with iron in the well-tolerated form of 
ferric pyrophosphate...plus sorbitol! for 
enhanced absorption of both iron and By. 


Lysine-Vitamins 


WITH IRON SYRUP 


s . Average dosage is | teaspoonfu! daily. Available in botties of 4 and 16 fi. oz. 

y delicious Each teaspoonfu! (5 cc.) contains 
tron (as Ferric Pyrophosphate) ... 30 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
*Reg. U. S. Pat. Off. 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (114% grains) or 1 U.S.P. Digitalis Unit. 
They are physiologically standardized, 


with an expiration date on each package. 


Being Digitalis in its completeness, 


this preparation comprises the 
entire therapeutic value of the drug. 
It provides the physician with a safe and effective 


i tneans of digitalizing the cardiac patient 


and of maintaining the necessary saturation. 
2 Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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For 


Speedier Return to Normal Nutrition 


in Inflammatory Conditions 
of the Colon 


i physiologic depletion accompanying acute infectious 
and inflammatory conditions of the bowel makes replacement 
therapy the key to nutritional rehabilitation. 

In addition to the loss of important electrolytes, such as 
potassium and sodium, large amounts of protein are lost in 
the fluid, blood and exudate from the bowel. In the acute 
state of such affections, utilization of what protein can be 
ingested is further affected by increased protein catabolism 
and by impairment of certain hepatic functions. 

Dietary rehabilitation must be carried out within the 
framework of a diet restricted in fiber and in irritating sub- 
stances. Foods allowed must be easily digested and appetiz- 
ingly and attractively prepared to encourage eating. 

Tender lean meats—finely ground in the initial diet and 
later served in a wide variety of appealing ways—can be an 
important source of the protein and minerals required by the 
convalescing patient. 

Meat fits admirably into the requirements of the per- 
mitted diet not only because of its taste, digestibility, and 
physical characteristics, but also because of its contribution 
of high quality protein, the minerals potassium, iron, phos- 
phorous, sodium, and magnesium, and all the known B 
vitamins. 

The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 


tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY 


INTEROFFICE CORRESPONDENCE 


Pearl River, N. Y. 7/18/58 


OFFICE DATE 


Advertising Department copy TO: 
J. D. Roberts 
C. K. Howe, Sales 


Jim -- 


Here's a question a number of our detail 


men have tossed at me. Why doesn't Lederle's 


advertising for ACHROMYCIN V Tetracycline 
play up higher, faster blood levels the 


way so many of our competitors do? 


As you know, new laboratory studies show 
pretty conclusively that ACHROMYCIN V is 
unexcelled in this department. 


How come we haven't turned on the heat in 


our ads? 


C. K. Howe 


i 
TO: 
| 
FROM: 


LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY 
INTEROFFICE CORRESPONDENCE 


Pearl River, N. Y. 7/21/58 


OFFICE 


DATE 


TO: Sales Department copy TO: 


ATT'N: C. K. Howe 


FROM: J. D. Roberts 


Charlie -- 


Sure ACHROMYCIN V Tetracycline blood levels are unsurpassed 
in the latest laboratory study. But actually how signifi- 
cant are “3 of these blood levels, clinically? It's 
really a matter of micromilligrams an ractional minutes! 
Let's not put Lederle in the position of giving this sort 
of evidence more emphasis than it deserves. 


I think our job is to let doctors know that Lederle Research 
developed ACHROMYCIN V to give improved results under actual 


clinical conditions . . . to get a higher percentage of 
antibiotic to the tissues. 


The fact that ACHROMYCIN V is the most widely prescribed 
broad-spectrum antibiotic ought to be pretty good evidence 
that physicians are consistently getting these results. 


If your detail men will give doctors the complete story on 
antibiotics, I think ACHROMYCIN V prescriptions will con- 
tinue to climb without any fancy blood level advertising. 


J. D. Roberts 
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The palatable 
approacn to 


ANTACID ACTION 


FORMULA: 


Each teaspoonful (5 cc.) contains: / 
Sodium Carboxymethyicellulose gel 3.0 GR. 
Magnesium Trisilicate 7S GR. 


(Special air floated has twice the 
absorptive power as regular U.S. 


JONES ano VAUGHAN, INC 


CANNOT PRODUCE AN ALKALOSIS S 


JONES and VAUGHAN, INC., RICHMOND 26, VIRGINIA 
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Sor prompt, 
more complete, 
day-and-night relief in the 
common cold 

nasal allergies 

sinusitis 
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Sample and literature from... 


NAD 


TDC (TIMED DISINTEGRATION CAPSULES) 


a more 
effective 
nasal decongestant 


TABLETS 


Realistic dosage of the potent vasoconstrictor, 
phenylephrine hydrochloride, combined with the 
dependable antihistamine, pyrilamine maleate... 
for mutually enhancing, oral efficacy in 

clearing stuffy nose, combatting allergic turgidity, 
draining clogged sinuses, relieving postnasal drip. 


patients breathe easier, 
feel so much more comfortable 


in in 
NADEC provides each tablet | each TDC* 


Phenylephrine HCI U.S.P. 10 mg. 15 mg. 


Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 


*Timed Disintegration Capsule affords up to 8 hours relief. 


DOSAGE: | to 2 tablets p.c. Children 1 tablet, p.c. 
or | capsule b.i.d., 12 hours apart (adults) 


SUPPLIED: Bottles of 100 green tablets or orange 
T.D. Capsules 


THE TILDEN COMPANY NewlLebanon,N. Y. 
Oldest Manufacturing Pharmaceutical House in America + Founded 1824 
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you and your patient 


can see the improvement 


wit 


© Ophthalmic Suspension 
prednisolone, 0.5%, 
plus sulfacetamide sodium, 10% 
Ointment with Neomycin, 0.25% 


in blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and other 
external eye 
conditions 


e prednisolone effectively checks 
inflammation and allergy 

» sulfacetamide sodium, with its wide-spectrum 
antibacterial range, controls infections 
caused by common eye pathogens 

e addition of neomycin sulfate to prednisolone 
and sulfacetamide sodium in METIMyD Ointment 
broadens the antibacterial spectrum; the ointment 
also assures sustained therapeutic action during the night 
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Provides therapeutic quantities of all known hematinic factors 


Potent “Trinsicon’ offers complete 
and convenient anemia therapy 
plus maximum absorption and tol- 
erance. Just two Pulvules “Trinsi- 
con’ daily produce a standard re- 
sponse in the average uncomplicated 
case of pernicious anemia (and re- 
lated megaloblastic anemias) and 
provide at least an average dose of 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, 


iron for hypochromic anemias, in- 
cluding nutritional deficiency types. 
The intrinsic factor in the “Trinsi- 
con’ formula enhances (does not 
inhibit) vitamin B,, absorption. 
Available in bottles of 60 and 
500 at pharmacies everywhere. 


*'Trinsicon’ (Hematinic Concentrate with Intrinsic Factor, 
Lilly) 


INDIANA, U.S.A. 


819058 
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Guest Editorial.... 


“Cancer of the Head and Neck—A Plea For Its 


Progressive Management” 


ee™ THOUGH SIGNAL ADVANCES have been made recently in many surgical 


problems, the treatment of head and neck cancer, it would seem, has neither 


received the attention nor kept the pace of progress in other fields. These unhappy cases 
are often regarded as specters in the clinic. The operative treatment is hampered by 
tradition and conventionality, and the tragic ending of so large a proportion of these 


cases has held back lay and even professional confidence.””! 


These well-chosen words, from the pen of one of the fathers of head and neck sur- 
gery—George Crile, Senior—still apply today in many areas of our land. When writ- 
ten over fifty years ago, they indicated a nation-wide situation. Following his master- 
ful systematization of the surgical treatment of squamous carcinomas of the oro- 
pharynx, irradiation entered the scene and the operative management of such lesions 
was relegated to obscurity. However, the inability of x-ray to control cervical metastases 
and the complications of surgery following unsuccessful irradiation resulted in a 
rebirth of surgery in certain medical centers. 

With the advent of blood transfusions, antibiotics, and modern anesthesiology, tre- 
mendous strides have been made of late in the handling of these neoplasms arising 
in areas where a veritable cross-road of specialties exists. Perhaps this latter phenomenon 
of limiting specialization has been the most recent deterrent to progress in certain geo- 
graphical locations, resulting in problems not unlike those faced by Crile. The general 
surgeon, the plastic surgeon, and the otolaryngologist have each carried forward the 
operative fight against cancer in the head and neck as far as their training has per- 
mitted. Obviously, the lack of complete management by one specialty and the absence 
of one over-all plan often leads to a hodge-podge of methods and partial procedures 
which even today fail to avert the “tragic ending” described by Crile. 


Primary squamus carcinomas of the oro-laryngo-pharynx are often cured with mod- 
ern irradiation methods and this modality of treatment is, in some instances, the 
treatment of choice, but the surgeon must be prepared to extirpate such lesions when 


irradiation fails and to radically excise metastases as soon as they appear. This same 


irradiation method is frequently utilized as ‘‘a way out” by the surgeon unfamiliar with 


radical operative technics. Thus, the radiotherapist is often pitted against lesions, 


amenable to radical combined procedures, but impossible to control with external 
irradiation alone. 

The term “mutilating surgery” and “unnecessarily radical operations” are often 
used in rebuttal when systematized operative methods of therapy are suggested. The 
facts that the will to live in spite of deformities is ever present in those afflicted with 
head and neck cancer and that modern surgical technics are aimed at ablation of 
cancer as well as restoration of reasonably normal function makes these pessimistic argu- 
ments ridiculous both to the patient and the surgeon trained in this field. Obviously, 
attempted resections of lesions which have become incurable by involvement of the 
base of the skull or by spread beyond the scope of surgery may well be criticized by 


the lay public and physicians generally. 


Recent progress in head and neck surgery has consisted of the development of 
technics of earlier diagnosis, more extensive combined procedures and hitherto unknown 
reconstructive modalities, and exacting methods of post-operative care. Aspiration 
biopsy, a successful diagnostic tool of long standing, has now come into its own and 
progressive pathologists are using needle biopsy material for definitive diagnosis in 
more and more medical centers. This diagnostic method has all but replaced excision 
node biopsy of the neck, a procedure which often contaminates the field for radical 
dissecticn and makes subsequent operative management difficult. Mirror examination 
of the laryngo-pharynx has become a routine procedure in the examination of all 
patients with tumors in this region. Single-stage bilateral neck dissections and skin 
graft replacements of mucosal defects are being employed with increasing frequency. 
Modern systemic supportive measures and detailed wound care plus the increasing 
knowledge of laryngo-tracheal and pulmonary physiology have not only prevented the 
serious post-operative complications of the past but have allowed surgeons to carry out 
newer and more extensive procedures with comparative safety. 

These “signal advances” have remained for a great part in the very medical centers 
where they were developed. “Unhappy cases’ and “tragic results” still populate our 
land and will continue to do so unless the many difficulties outlined are remedied. 

The only real solution to this situation lies in surgical training aimed at complete 
management of lesions crossing the borders of specialization and including the teach- 
ing of the natural history of cancer and its diagnosis and the basic concepts of irradia- 
tion therapy. By these means alone will confidence be built up in the lay and profes- 
sional minds regarding the radical philosophy of treatment in cancers of the head and 
neck. By such means, also, will the prophetic words of Crile, one of the greatest sur- 
geons of the modern era, be rightfully answered. 
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THERAPY has 


A NTICOAGULANT been 
used extensively over the past 10 to 15 years 
for the treatment of a variety of thrombo-embolic 
disorders. Various anticoagulant agents have been 
used, none of them entirely satisfactory. Dicumarol, 
the most popular one, cannot be given parenterally, 
has a long latent period before effects become mani- 
fest and is unpredictable at times. Heparin, another 
popular agent, is expensive and can be given only by 
the parenteral route. Ethyl] biscoumacetate (“Tro- 
mexan”) acts promptly, but is short in action, the 
dose is unpredictable and control is difficult to 
maintain’. Phenylindandione (‘‘Hedulin”) has a 
long latent period and has induced toxic side reac- 
tions other than hemorrhage’. 

A more recently introduced anticoagulant agent is 
Warfarin (“Coumadin”) Sodium, a synthetic hypo- 
thrombinemia-inducing agent developed by Link and 
his associates*. It belongs to the coumarin group 
of drugs and has the chemical name 3-(a-phenyl-b- 
acetylethyl )-4-hydroxy-coumarin. The generic name 
is Warfarin. The sodium salt of this prepara- 
tion is readily water soluble and is suitable for oral 
or intravenous use. It is marketed under the brand 
name of “Coumadin Sodium”.* Clinical studies on 
this drug have been reported by Shapiro*®, Wolff 
and his associates*®, Clatanoff and his associates**, 
Pollock!*, and Nicholson and Leavitt". All of these 
reports have indicated that Warfarin Sodium is an 
effective hypoprothrombinemia-inducing agent by 
either the oral or intravenous route. It has a fairly 
rapid onset of action with therapeutic levels of pro- 
thrombin activity attained in 18-30 hours, about the 
same whether given orally or intravenously. The 
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dose is essentially the same for either route, indicat- 
ing complete absorption when given orally. All 
reports emphasize the predictability of dosage and 
the ease with which a smooth maintenance is ac- 
complished. There have been no reported side effects, 
other than bleeding from excessive dosage, which is 
merely an expression of its pharmacological action. 
This has been shown to be rapidly and effectively 
counteracted by Vitamin K;. The suggested initial 
dose is 1 mgm. per kilogram body weight, but Pol- 
lock! found no direct correlation between body weight 
and the size of the initial or maintenance dose. 


The original oral preparations were made avail- 
able in 25 mgm. quarter-scored tablets, but more 
recently 10 mgm. scored tablets have become avail- 
able. Hence, some of the data presented have dosages 
in multiples of 6.25 mgms., while other data have 


dosages in multiples of 5 mgms. 


Our experience with Warfarin (“Coumadin”) 
Sodium consists of its use in 80 patients treated over 
the past two years at the McGuire Veterans Admin- 
istration Hospital and the Medical College of Vir- 
ginia Hospitals. In five patients, the drug was used 
on two occasions, making a total of 85 instances 
of Coumadin therapy. This treatment was carried 
out for a variety of thrombo-embolic disorders as 


shown in Table I. Table II indicates the various 


Taste I 


CONDITIONS TREATED WITH COUMADIN 


Coronary Disease ~ 66 
Acute Myocardial Infarction 52 
“Intermediate Coronary Syndrome” 14 

Thrombophlebitis 8 
Without Embolism 4 
With Embolism 4 

Auricular Fibrillation with Embolism 7 

Cerebral Thombosis 2 

Aortic Thrombosis 1 

“Myocarditis” (Prophylactic) 1 

TOTAL 85 
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Taste II 


METHODS OF ADMINISTRATION 
Initial Anticoagulation 
Coumadin alone 
Orally 
Intravenously 
Coumadin and Heparin 
Continuation of Anticoagulation 
Prior control satisfactory 
Prior control unsatisfactory 


methods by which Coumadin was used. The con- 
comitant use of Heparin in initial anticoagulation 
was based on the assumption that, if anticoagula- 
tion is of value, rapid anticoagulation (within a few 
hours) may be desirable in certain cases. Since there 
is an 18-24 hour lag between the administration 
of Coumadin and the onset of therapeutic effects, 
Heparin will achieve some measure of anticoagula- 
tion during this latent period. 

The hypoprothrombinemic effect of Coumadin was 
measured by the Quick one-stage method and re- 
ported as per cent prothrombin activity. We con- 
sider the therapeutic range to be between 25% and 
15%, which corresponds to a time of approximately 
20 to 30 seconds using a control of 11-13 seconds. 

It should be emphasized that this particular pres- 
entation is not concerned with the pros and cons of 
anticoagulant therapy, nor with the therapeutic re- 
sults of such therapy. We are merely presenting the 
data on Coumadin as an anticoagulant agent, apart 
from any discussion of the indications for its use or 
the ultimate benefit to the patient. 

We found considerable variation in the sensitivity 
of patients to the hypoprothrombinemia effects of 
the initial (“priming”) dose of Coumadin. Some 
patients were quite sensitive, while a few were quite 
resistant. The priming dose varied from 25 to 75 
mgms. as single doses, and 50 to 100 mgms. as double 
doses orally, and from 50 to 60 mgms. as single doses 
intravenously. There was little correlation between 
the dose and the patient’s weight and the rapidity 
or degree of therapeutic response. As a matter of 
fact, there were instances in patients of approxi- 


mately the same size, where doses of 75 mgms. just 


barely achieved therapeutic responses, while doses 
of 50 mgms. resulted in prothrombin activity below 
therapeutic levels. 

Figure 1 is a graph of the initial anticoagulant 
response of six patients to a single dose of 60 mgms. 
of Coumadin orally. The weight of these patients 
varied from 63 to 85 kilograms, with no distinct 
individual correlation of body weight to the thera- 
peutic response. Figure 2 illustrates the initial anti- 
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coagulant response of five patients to a single 50 
mgm. dose of Coumadin orally. The weight in these 
patients varied from 42 to 80 kilograms. Again, 
there was no individual correlation between weight 
and response, although as a group the average weight 
was less and the response tended to be lower than 
the group receiving the 60 mgm. dose. Figure 3 il- 
lustrates the anticcagulant response in four patients 
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receiving a single intravenous dose of Coumadin. 
The dose varied from 45 to 65 mgms. and the pa- 
tients’ weights varied from 62 to 100 kilograms. As 


with oral administration, there was no close corre- 
lation between the patients’ weights and dose with 
the response. The dose and response intravenously 
were about comparable to those of oral administra- 
tion. This lack of correlation between dosage and 
weight was found by Pollock!. From a practical 
point, we do not believe that the initial dose needs 
to be related precisely to body weight, as has been 
advocated. This is of some importance because many 
of these patients are quite ill and it may be imprac- 
tical to weigh them. 

In some instances a double priming dose of Cou- 
madin was given. By this method, an initial dose 
of 50 to 75 mgms. was given on the first day and 
a subsequent dose (10 to 25 mgms.) given the sec- 
ond day. This second dose was based to a large 
extent on the level of prothrombin activity deter- 
mined on that day. This method did not achieve 
therapeutic levels any sooner than did a single prim- 
ing dose, as shown in Figure 4 and, for the most 
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Figure 4 


part, produced hypoprothrombinemia levels below 
the therapeutic range. On the whole, this method 
would appear to be an undesirable one. The fallacy 
in this method is that reliance is placed on the level 
of prothrombin activity determined the second day 
as an indication of the patient’s sensitivity to the 
drug. Many of these determinations were made 
within the 12 to 18 hour period following initial 
administration of the drug, and in this period of 
time, as shown in Figures 1 to 4, there may be little 
if any hypoprothrombinemic effect. The determina- 
tion of prothrombin activity during this period may 
give little indication of the patient’s sensitivity to 
the drug or the ultimate anticcagulant effect of the 
initial dose. After this period, there may be a rapid 
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and pronounced effect and this, combined with the 
effects of the second dose, can produce dangerously 
low levels of prothrombin activity the third and even 
the fourth day. While there were no instances where 
the low levels of prothrombin activity from double 
priming doses alone caused obvious bleeding, they did 
give rise to some concern. In some of these situations, 
it was deemed advisable to administer Vitamin K, 
as a precautionary measure and this served to retard 
or hamper the continuation of effective anticoagula- 
tion, particularly if large doses were given intra- 
venously. Smaller doses (5 to 10 mgms.) of Vitamin 
K, given orally were found to raise the level of 
prothrombin activity within a few hours to thera- 
peutic range without seriously altering the course 
of anticoagulant therapy. 


While this discussion is not concerned primarily 
with Heparin, some comments should be made as to 
its effect on prothrombin activity and what influence 
this should have on the initial Coumadin dose. 
Heparin was administered concomitantly with 
Coumadin in 30 instances for the reasons given. It 
was administered in divided doses intravenously and 
intramuscularly prior to and for the first several 
days of Coumadin administration. The dose varied 
from 50 to 200 mgms. every 6 to 12 hours. In order 
to determine the influence of Heparin on prothrombin 
activity, we have reviewed cases where Heparin was 
given alone or for a day or two prior to other anti- 
coagulants. From the data accumulated, it would 
appear that Heparin in doses of 100 mgms. intra- 
muscularly twice daily had no effect on prothrombin 
activity as measured by the Quick method, while 
exerting an influence on clotting time that appeared 
to be cumulative. Doses of 100 mgms. three times 
daily intramuscularly had variable effects, but never 
of significant degree. Larger -doses (400 mgms. or 
more daily) intramuscularly significantly depressed 
50%), as did 
smaller doses (200 mgms. daily) given intrave- 
nously, particularly if continued for more than 24 
hours. 


the prothrombin activity (below 


Hence, these latter doses necessitated a re- 
duced initial dose of oral anticoagulant. 


Our experience confirms the findings of previously 
reported series as to the fairly rapid and consistent 
hypoprothrombinemia-effect of Coumadin as meas- 
ured by the Quick one-stage method. Within 12 
hours there is moderate effect on prothrombin ac- 
tivity in some cases but, in many cases, little if any 
depression of the prothrombin activity has occurred 
at this time and even as long as 18 hours in a few. 
Following this initial latent period, there is a rapid 
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decline in prothrombin activity, with therapeutic 
levels attained in 24 to 36 hours (second 24 hour 
period) after administration. Within the dose range 
of 50 to 75 mgms., there was little difference in the 
achievement of a therapeutic effect in this 24 to 36 
hour period, regardless of the patients’ weights. 

The persistence of action varies. In most cases 
where the effects of a single dose was studied, the 
prothrombin activity remained within the therapeutic 
range for 24 to 48 hours and then rose rather rapidly. 
In a few cases, the action persisted less than 24 
hours, generally in those patients who were resistant 
to the drug. In some cases, the prothrombin activity 
dropped lower during the third 24 hours period, 
particularly if a double priming dose was given. 
In an occasional case, the depression of prothrombin 
activity persisted for four or five days. There were 
no essential differences in the time of onset of action, 
degree of prothrombin depression and the persistence 
of effect between the intravenous and oral routes. 
While the intravenous route is no more rapid than 
the oral] route, it is most useful to have a drug that 
can be given intravenously in doses comparable to 
oral administration, particularly in situations where 
patients cannot take oral medications. 

There were only four instances out of 73 initial 
anticoagulations where therapeutic levels were not 
attained in the second 24 hour period after Cou- 
madin administration (Table II1). In three of these 


Tasce Ill 
FAILURE TO REACH THERAPEUTIC LEVELS IN SECOND 
24 Hour PEriop 
Wt. Dosage Prothrombin 
Activity 
1 82 K 62 mgm. orally 60% 
2 61 K 75 mgm. orally 30% 
3. 86 K 50 mgm. (double dose) orally 28% 
+ 100 K 50 mgm. I-V 27% 


cases, levels of 30% or below were attained, which 
is considered to be within the therapeutic range 
y some authorities. These failures can be attributed 

an inadequate initial dose, two of which could 
not have been predicted. One patient was unusually 
resistant to the effect of Coumadin. 

These results are in striking contrast to the results 
obtained with Dicumarol, the more commonly used 
anticoagulant. In spite of the fact that considerable 
experience has been accumulated with Dicumarol, 
it is rare, even now, for therapeutic levels of pro- 
thrombin activity to be attained until the third or 
fourth day after administration and frequently not 
until the sixth or seventh day. This is illustrated by 
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a patient (Figure 5), who was anticoagulated with 
Dicumarol in 1952 and with Coumadin in 1957. The 
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Figure 5 


contrast is all the more striking when it is considered 
that we had much more experience and, therefore, 
should have had much greater faculty in using Di- 
cumarol in 1952 than Coumadin in 1957. Figure 6 
is another example of the apparent advantages of 
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Coumadin over Dicumarol. In this instance, anti- 
coagulation was attempted, using Dicumarol in doses 
of 200 mgms. daily for three days, but without 
achieving a therapeutic level of prothrombin activity. 
On transfer the seventh day, the prothrombin ac- 
tivity was back to 100%. In view of the apparent 
resistance to anticoagulant drugs, the patient was 
given a double priming dose of Coumadin (total 
87.5 mgms.), with prompt reduction in prothrombin 
activity to therapeutic levels. 
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Excessive hypoprothrombinemia (prothrombin ac- 


tivity 10% or less) on initial anticoagulation oc- 
curred in 15 instances (Table IV). This was more 


TasBLe IV 
PROTHROMBIN AcTiviTY 10% oR BELOW ON 
INITIAL ANTICOAGULATION 
Single “Priming” Dose (75 mgm.) 1 
Single “Priming” Dose (62.5 to 75 mgm.) plus Heparin 2 
Double “Priming” Dose (55 to 93.5 mgm.) 8 
Double “Priming” Dose (56 to 70 mgm.) plus Heparin 4 


likely to occur when a double priming dose of Cou- 
madin was used, and particularly when Heparin 
was given concomitantly. In most instances, the 
actual doses were not unusually large by average 
standards, and the excessive response represents 
instances of hypersensitivity to the drug. This hy- 
persensitivity could have been determined had only 
a single priming dose been given, and the pro- 
thrombin activity the second morning after admin- 
istration of the initial dose used as the index of 
response and the basis of subsequent doses. In these 
particular instances, the second dose was given on 
the basis of the level of prothrombin activity deter- 
mined on the first morning after the initial dose had 
been given. As noted previously, this may be an 
unreliable index of the patient’s sensitivity and the 
ultimate response to the initial dose. 

In spite of achieving excessively low levels of 
hypoprothrombinemia on a number of occasions, 
there were only two instances of significant bleeding 
related to Coumadin administration. One was a 
thin, chronically ill, 58 year old white male with 
rheumatic heart disease who received 50 mgms. Cou- 
madin orally and 150 mgms. of Heparin intramus- 
cularly the first day, and 6.25 mgms. Coumadin and 
100 mgms. Heparin the second day. The prothrom- 
bin activity was 10% on the third day and 7.5% 
on the fourth day. On this day he vomited dark 
blood and passed several tarry stools. He was treated 
with 50 mgms. of Vitamin K,; (‘“Mephyton”) intra- 
venously and his prothrombin activity rose to 30‘; 
in about 4 hours. Subsequently he was given blood 
transfusions and an additional 50 mgms. of Vitamin 
K,. After another 24 hours, there was no further 
evidence of bleeding. In this case, the priming 
dose of Coumadin was excessive and the primary 
cause of the bleeding, which occurred from a gastric 
ulcer (proved subsequently). Relatively small doses 
of Heparin were given and this was considered to 
be insignificant as a factor. The second cas: was 
a 36 year old white male, weighing 65 F., who was 
being treated for acute myocardial infarction. Oa 
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the first day the control prothrombin activity was 
75‘% and he received 62.5 mgms. of Coumadin orally 
and 150 mgms. of Heparin intravenously. On the 
second day he received 150 mgms. of Heparin intra- 
venously, but no Coumadin. The prothrombin ac- 
tivity was 7% on the third day and 5.5% on the 
fourth day. On the fifth day, the prothrombin ac- 
tivity was still 5.5% and the patient began to notice 
a painful swelling on the lateral aspect of the left 
thigh which soon became ecchymotic. He was given 
(“Mephyton”) 
venously and within four hours the prothrombin 


50 mgms. of Vitamin K, intra- 


activity had risen to 38%. The ecchymotic area con- 
tinued to spread and remained painful for the next 
24 hours, after which the pain and swelling grad- 
ually subsided. The prothrombin activity gradually 
rose over the next four days to 60% and, after a few 
more days, anticoagulation was resumed. Although 
this patient had received a moderate amount of 
Heparin intravenously, it is not considered that this 
contributed to the persistently excessive prothrom- 
binemia and bleeding, since this occurred well over 
24 hours after the last dose of Heparin. This was 
an instance of hypersensitivity to a single dose of 
Coumadin which was less than 1 mgm. per kilogram. 
It should have been suspected on the basis of the 
low prothrombin activity (7%) on the third day 
and definitely established by the even lower deter- 
mination (5.5) on the fourth day, with no Cou- 
madin since the initial dose and no Heparin for 
over 24 hours. It is probable that Vitamin K, in 5 
or 10 mgms. orally on the third or fourth day might 
have raised the prothrombin activity and prevented 
the bleeding. 


Maintenance therapy was found to be quite smooth 
and easy in the great majority of cases, as has been 
reported by previous authors. The maintenance dose 
can be established quickly and remains fairly con- 
stant from day to day. We found that giving smaller 
doses daily was more satisfactory than giving larger 
doses intermittently. In general, the maintenance 
dose varied from 5 to 15 mgms. daily with an 
average of about 10 mgms. Some sensitive patients 
required as little as 5 mgms. every 2 to 3 days. 
Figure 7 is an example of the satisfactory main- 
tenance after initial and prompt anticoagulation with 
Coumadin. A daily dose of 10 mgms. maintained a 
fairly constant level of prothrombin activity for a 
period of nearly 3 weeks. This case showed a de- 
creased requirement for the drug (increased sensi- 
tivity) during the third week. Other cases have 
shown an increased requirement (decreased sensi- 
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tivity) during this period. This phenomenon coin- 
cides with beginning ambulation in most instances, 
but whether it is related to this or is an indication 
of some intrinsic alteration in the coagulation mech- 
anism from other causes is unknown and needs 


further study. Figure 8 is an example of a shift 
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in maintenance therapy from Dicumarol]l to Cou- 
madin. The patient was being satisfactorily main- 
tained on Dicumarol in doses of 25 and 75 mgms. 
daily for the most part. On shifting over to Cou- 
madin, the satisfactory maintenance was continued, 
using intermittent doses of 12.5 mgms. initially and 
later a daily dose of 6.25 mgms. It seems probable 
that this latter dose given daily throughout this 
period would have achieved a smoother maintenance 
as indicated by the results obtained during the last 
five days of therapy. 
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From a review of our experiences with Coumadin, 
the following recommendations regarding the use of 
this drug seem appropriate. The sensitivity of pa- 
tients to Coumadin varies from individual to indi- 
vidual, but is fairly constant in the same patient. 
The initial dose is not correlated precisely with body 
weight. It would appear that a standard dose of 
50 to 60 mgms. will be suitable in the vast majority 
of patients weighing between 60 and 80 kilograms 
and having control prothrombin activities of from 
60% to 100%. This can be increased to 75 mgms. 
if the patient is unusually heavy or obese. The dose 
should be reduced for patients weighing less than 
60 kilograms, if the control prothrombin time is 
50° or less, if Heparin in significant amounts 
(more than 300 mgms. intramuscularly or 150 mgms. 
intravenously daily) is given concomitantly, or 
the patient is debilitated or cachectic. This reduced 
dosage will vary from 50 down to 25 mgms. depend- 
ing upon these particular conditions. A double prim- 
ing dese is not necessary and the next administra- 
tion of the drug should wait until the second day 
following the initial priming dose. The prothrombin 
activity determined on the morning of this day will 
represent about the maximum effect of the initial 
dose, depending somewhat on the time of day the 
first dose was given, but certainly if it is more than 
36 hours later. In nearly all cases the prothrombin 
activity will be within the therapeutic range at this 
time and maintenance therapy can be instituted. 
The response to the initial dose will be an indica- 
tion of patients’ sensitivity to Coumadin and will 
serve as a guide for subsequent maintenance therapy. 
In general, the dose schedule given in Table V will 


TABLE V 

MAINTENANCE THERAPY 
Prothrombin Activity Dose of Coumadin 

Below 10% 0 
10-15% 
15-20% 
20-25% 
20-30% 
30-40% 


5 mgm. 
10 mgm. 
15 mgm. 
20 mgm. 
25 mgm. 


maintain effective anticoagulation. Some further 
adjustments may be necessary for the next day or 
two, always keeping in mind that, with the establish- 
ment of anticoagulation, the prothrombin activity 
reflects the dose given the day before (if given prior 
to 12 hours). After two or three days of adjustment, 
a smooth maintenance is usually achieved on rela- 
tively constant dosage. Subsequent maintenance doses 
will depend upon the therapeutic response, but will 
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generally be 5 to 10 mgms. daily. In our experience, 
small daily doses achieve smoother control than 
intermittent larger doses. 


In the average hospital, it is impractical to obtain 
repeated emergency tests of prothrombin activity 
during the initiating phase of anticoagulant therapy, 
so that after the first control determination, subse- 
quent determinations are made in the morning as a 
usual routine. Actually, this routine is quite satis- 
factory when using Coumadin. The drug is given 
the first day after a control prothrombin has been 
obtained. No further drug need be given until the 
third day, at which time the morning determination 
of prothrombin activity will indicate the dose re- 
quired for maintenance. Since a predictable and 
rather constant maintenance dose achieves a rela- 
tively stable level of prothrombin activity, it would 
appear that, once the maintenance dose has been es- 
tablished, less frequent determinations of prothrombin 
activity will be needed. Rather than daily prothrom- 
bin determinations, as is the usual routine, it should 
be possible to maintain satisfactory control with 
determinations made every two or even three days. 
This would represent a saving in laboratory expense 
and much less discomfort for the patient. 


CONCLUSIONS 

Our experience in 80 patients given Warfarin 
(“Coumadin”) Sodium in 85 instances as an anti- 
coagulant agent is in essential agreement with that 
previously reported by others. This drug is rapidly 
effective by oral or intravenous routes as measured 
by the Quick one-stage method, with therapeutic 
levels attained in 24 to 36 hours. The intravenous 
route is comparable to the oral route in dosage and 
rapidity of therapeutic action and, therefore, is of 
no particular advantage in these respects. However, 
it is useful to have an intravenous preparation avail- 
able, should the need for it arise. There is con- 
siderable variation in the sensitivity of patients to 
the hypoprothrombinemia-inducing effects of Cou- 
madin as measured by the Quick one-stage method 
which does not correlate precisely with body weight. 
Actually a standard dose appears to be a suitable 
one for the average patient, after which subsequent 
doses can be fairly well predicted from the response 
to this initial dose. The predictability of dosage in 
the same individual permits an easy and smooth 
maintenance control of prothrombin activity. Cou- 
madin is free of toxic side reactions, the only adverse 
effects being its pharmacological action leading to 
excessive hypoprothrombinemia from overdosage. 
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This latter is readily counteracted by Vitamin K, 
For these various reasons, it appears to be superior 
to all other hypoprothrombinemia-inducing agents 
currently available and, therefore, the drug of choice 
for anticoagulant therapy in thrombo-embolic dis- 
orders. 

The dose of 1 mgm. per kilogram body weight, 
as advocated in the literature, is unreliable and is 
excessive in most instances. In addition, dosage 
based on patient’s body weight seems impractical, 
since there is only a very gross correlation with body 
weight, and it is not always feasible to obtain a 
patient’s weight. A suggested dose schedule, based 
on our experience, has been presented. 
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T HAS BEEN REMARKED that the first intro- 

duction of tobacco into the several countries of the 
world has always been in the guise of a medicine. 
One account (Med. Record 25: 684, 1884) of the 
origin of the use of tobacco as a medicine has it 
that “Sir John Nicot, Ambassador of the King of 
England to Portugal from 1559 to 1561, received a 
present of this then strange plant from Florida. He 
planted it in his garden, where it grew abundantly, 
and finally heard that a man had been cured of a 
noli me tangere |rodent ulcer] on his cheek, near 
unto his nose, and which already had begun to take 
root at the gristles of his nose, by applying tobacco- 
juice and the bruised herb. From that time forward 
this plant began to be famous throughout all Portu- 
gal for ulcers of the leg, ringworm, and scrofula. It 
was finally sent to France to help Lady Montigny, 
who suffered with an ulcer bred in her breast, and 
Countess of Ruffe to heal her face. The Lord of 
Jarnac caused the nicotine to be distilled and drank, 
mingled with water of Euphrasia, othewise called 
eyebright, by one that was short-breathed or asthma- 
tic, and it cured him. When the juice was absorbed 
it sometimes made the patient exceedingly uncom- 
fortable and faint.” There is a light note of English 
patriotic zeal in this otherwise delightfully graphic 
account, for Jean (John) Nicot was actually Am- 
bassador of the King of France. Incidentally, it is 
in his honor that the principle alkaloid of tobacco, 
nicotine, was named. 

Many of the early synonyms for Nicotiana bear 
witness to the supposed therapeutic virtues of the 
plant: Herba Panacea; Herbe propre a tous maux; 
Heilkraut. The pharmacopoeias, official or unoffi- 
cial, invariably included Tabacum (indeed, as late 
as the United States Pharmacopoeia of 1890), al- 
though by the 18th Century it had already been noted 
that tobacco was even then used more for amusement 
than for its medicinal virtues (Alston, 1770); and 
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by the early 19th Century, the potential dangers of 
tobacco as a drug were well known (see, e. g. Albers, 
1851). The interesting history of the use of tobacco 
in early medicine has been recounted by many writers 
(Buhler, 1937; Mullett, 1940; Massengill, 1943; 
B. L. Gordon, 1944; E. Coleman, 1947; among 
others), and the subject of the therapeutic use of 
periodically reviewed (Alston, 
1770; Merat, 1821; Berutti, 1850; Stillé, 1874; 
Gués, 1883; E. Laurent, 1893; Jaucent, 1900; G. 
Petit, 1907; Gutierrez Muro, 1934; Mamlock, 1949; 
Uher, 1953). Nichols (1942) traced tobacco through 
the period when it was hailed as a remedy for all 
illness (Herba Panacea) to the modern concept in 
which it is no longer regarded, officially at least, as 


tobacco has been 


having therapeutic virtues. In this review, no at- 
tempt has been made to re-cover the earliest history 
of tobacco as a drug. In general, in this and in our 
other reviews of various aspects of tobacco, we have 
taken the date of the discovery of nicotine by Posselt 
& Reimann, 1828, as the dividing line between what 
may be termed the “ancient” and the “modern” or 
contemporary history of tobacco, at least for phar- 
macological and clinical purposes. Of course, such 
a division is not meant to be absolute, either in fact 
or in our treatment of the subject; but it is logical 
and convenient. 

Though tobacco is no longer an official drug, it 
still is, as judged from the case reports of thera- 
peutic overdosage which appear from time to time 
in the literature, not infrequently used as a folk- 
medicine—as, indeed, are virtually all herbs and 
plants. It is a curious fact in the history of thera- 
peutics that plants (or plant products) which have 
once had a place in orthodox medicine, and which 
then, after having been discarded by “scientific med- 
icine” of a later day, have continued to be used in 
folk-medicine, still later when their active ingre- 
dient has been discovered and pharmacologically 
investigated, become once more respectable members 
of the therapeutic family. This has happened, for 
example, with such diverse drugs as squill and lic- 
orice; and tobacco has also undergone a similar, if 
comparatively minor therapeutic rehabilitation, for 
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both tobacco and nicotine (as such or by way of 
smoking) have been more or less rationally employed 
for their pharmacological effects by certain modern 
clinicians (see below). 

Concerning the therapeutic dose of tobacco, the 
reader is referred to any of the older pharmacopoeias. 
Rather anachronistically, Gutierrez Muro (1934) 
has given the internal dose of tobacco as 0.05-0.10 
gm. in the form of powder, and 0.5-1% in the form 
of an infusion; externally, a 1% decoction was 
recommended for lotions. Macht (1927), consulted 
concerning an order made by a physician calling 
for 25-30 doses of 2 mg. each of nicotine alkaloid 
in solution for intramuscular injection in a patient, 
took the occasion to point out to the medical profes- 
sion in general the toxic potency of nicotine and the 
dangers attending its use. 


CASE REPORTS ILLUSTRATING THE 
MEDICAL USES OF TOBACCO 


| Note: This therapeutic index is conventionally 
and arbitrarily listed by body systems, with certain 
obvious exceptions. For convenience, the order con- 
forms to that followed in our comprehensive Mono- 
graph (now in preparation) on the biological effects 
of tobacco and smoking, experimental and clinical. | 

DisEAsEs DuE TO CHEMICAL AGENTS: Strychnine 
Poisoning. Haskell (1859) successfully treated a 
case of strychnine poisoning with tobacco smoke per 
rectum. Tobacco infusion was used with success 
in cases of strychnine poisoning reported by O'Reilly 
(1859, 1860), Haughton (1862), Chevers (1865), 
and B. W. Richardson (1867); however, J. J. Reese 
(1871) stated that such favorable results of strych- 
nine-nicotine antagonism reported on man were not 
unequivocal. 

In a case communicated to Haughton (1862) of 
a man poisoned by strychnine who had reached the 
stage of violent convulsions and opisthotonos, nico- 
tine was administered in drop doses with whiskey- 
punch every half hour. After the second dose, the 
paroxysms were less violent, and the muscles of the 
abdomen became softer. When the patient had taken 
4 doses, he was much better; the muscles were re- 
laxed. Recovery occurred gradually. 
Snake bite, etc. W. D. Johnson (1860a, b) used to- 
bacco both externally and internally combined with 
free alcoholic stimulation as antidotes to the bites 
of poisonous reptiles and insects. The tobacco pro- 
duced nausea and vomiting in every case in which 
it was resorted to. The author considered the patient 
as safe when nauseated or intoxicated, and proposed 
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the internal administration of alcoholic stimulants 
and the local application of tobacco, either as cata- 
plasm, decoction, or infusion, as the best treatment. 
Alcohol and each effective when 
administered in time, and both together were more 
prompt than either separately. The local application 


of the tobacco greatly relieved the pain consequent 


tobacco were 


of the swelling, and tended to arrest the swelling 
itself. 

Nervous SystEeM: Apoplexy. Tobacco has been 
used in the treatment of apoplexy (Sigmond, 1938b). 
Epilepsy. Sigmond (1838b) stated that tobacco was 
used in the treatment of epilepsy. 

Hysteria. J. H. Thompson (1842) reported that a 
22-year-old girl was brought out of a hysterical con- 
vulsion by application of a moist leaf of tobacco 
applied to the epigastric region. In 15 minutes, the 
hysterical symptoms had all disappeared; the patient 
felt sick, and continued so for some time, but did 


not vomit. Later attacks were arrested in the same 


way. 


Analgesia. 


Snuff plasters applied locally to such 
areas as the toes, side of the body, face, and knee, 


were successfully used by Somervail (1838) for the 
relief of pain; symptoms (nausea, etc.) did not occur 
unless the cuticle were abraded. Following abrading 
of the skin to facilitate absorption, Chippendale 
(1845) applied by inunction an ointment of tobacco 
extract over the neuralgic area. 

Hepburn (1879, 1880) stated that tobacco-smoke 
acted as a narcotic in toothache. A pea-sized plug 
of tobacco, inserted into the hollow of a painful 
tooth, resulted in poisoning (F. R. Chapman, 1880). 
Tobacco Smoke as a Soporific. Weaks (1852-53) 
reported that a seven-day-old infant was given two 
tablespoons full of water impregnated with tobacco 
smoke to induce quietness through the night; unfor- 
tunately, fatal nicotine poisoning resulted. A case 
with a more favorable outcome was reported by 
Hervey (1869), who advised a non-smoker, long 
troubled with what appeared to be a pleurodynia 
attended with dull pain with consequent insomnia, 
to smoke a cigar or pipe before retiring; the effect 
of a few puffs was very marked, inducing a sweet 
and dreamless sleep. 


Tic douloureux. According to Blanch (1845), in- 
fusions of tobacco were found to be inert in the 


treatment of tic douloureux. 


Stammering. On the theory (attributed to Lytton) 
that stammering lips should put a pipe between them 
by way of improving the respiratory power, and pos- 
sibly for the effect of the sedative on the coordina- 


473 


tion of the vocal apparatus, Cuthbert (1895) tried 
tobacco in these cases, and stated that the result was 
far from satisfactory. 

Parkinsonism. Moll (1926) treated a series of 13 
cases of typical post-encephalitic Parkinsonism of 
several months’ standing with nicotine, 1/30 grain 
initially 3 times daily gradually increased to 1/10- 
1/5 grain for 2-3 weeks, or until symptoms of in- 
tolerance set in. Of the 13 cases, 9 showed an 
improvement after nicotine treatment, while 4 were 
unaffected. Permanent cures were not obtained, and 
Moll recommended that the treatment be repeated 
at frequent intervals of, say, two-three months. Nico- 
tine had an undoubted action in reducing muscular 
rigidity, but had no effect on the tremors, and the 
persistency of tremors in some cases masked the 
improvement of the patient’s stiffness. 
Hemiballism. In the case of a 51-year-old male with 
the typical signs of hemiballism (hemichorea), the 
smoking of 1 or 2 cigarettes was said to have re- 
duced both the amplitude and frequency of the 
involuntary movements (Grigoresco & Axente, 1931). 
Miscellaneous. Rothman & Coon (1939) described 
a pharmacodynamic test of the skin based on the 
pilomotor action of nicotine (0.1-0.2 ml. of 1:1000 
nicotine sulphate or picrate in physiological saline 
intradermally results in the appearance of “goose- 
flesh” during or immediately after the injection). 
Clinically, the nicotine test was first utilized to study 
the restoration of pilomotor function in pedicle skin 
grafts (Kredel & Phemister, Arch. Neurol. and 
Psychiat. 42: 403, 1939). The reaction can be used 
for testing and localizing disturbances of the sympa- 
thetic system in its peripheral neurones, as the his- 
tamine test is used for detecting disturbances of the 
sensory system. Nicotine is stable to the heat of 
sterilization in the dilutions used, and the dose is 
too small to give ill effects. 

DISEASES OF THE SKELETAL Muscies: Muscle 
Spasm. Diver (1845) recommended an ointment 
containing nicotine to be applied externally to relieve 
muscle spasm and when antiphlogistic properties 
were desired. 

Muscle Contracture. In a case reported by Ranney 
(1848), a young woman had developed a permanent 
contraction of the muscles originating on the right 
side of the pelvis, the foot being drawn up to the 
thigh. After trying various remedies, a tobacco 
enema was given, and relaxation followed. On the 
next day, there was some tendency for the muscles 
to contract, but a repetition of the tobacco treatment 
was speedily effective and complete recovery ensued. 
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BLoop: Hemostatic. O'Neill (1879) reported the 
case of a woman with varicose veins who accidentally 
bruised her leg causing it to bleed profusely; to stop 
the bleeding, she applied a handful of chopped wet 
tobacco to the wound and covered it with a bandage. 
Severe non-fatal nicotine poisoning resulted. 
Stadelmann (1900) 
made observations on the effect of nicotine on a num- 
ber of heart conditions, including myocarditis, brady- 
cardia, tachycardia, and mitral insufficiency. He 
concluded that nicotine was not a valuable drug in 
the treatment of cardiac patients, despite its not 
insignificant effect on blood pressure; the incal- 
culable and unpleasant side-actions of nicotine pre- 
vent its general use. 


CARDIOVASCULAR SYSTEM: 


Hooper (1885) reported the case of a young man 
who had violent pain in his heart accompanied by 
violent beating; the attacks gradually increased in 
frequency and duration until the patient was having 
six attacks a day lasting one to one and a half min- 
utes each. Hooper treated the patient unsuccessfully 
for 14 months with a variety of procedures, and at 
the end of this time the latter was in deplorable 
condition, entirely unfit for the duties of life, with 
his extremities becoming edematous and cyanosed. 
At this point, Hooper noticed in The Lancet an 
account of experiments by Rulliford on the action 
of nicotine on the ganglion of Remak, or the in- 
hibitory nerve of the heart; and as a last resort, he 
advised his patient to start smoking tobacco. With 
his first pipe of tobacco, the blueness faded from the 
patient’s extremities, and the edema appreciably sub- 
sided. At the end of two weeks’ use of tobacco, the 
attacks ceased; the patient remained in perfect health, 
and “is now an active practitioner of medicine.” 

Nicotine in homeopathic doses was employed in 
angiospasm by Jaisoorya (1942, 1942-43). In a 
heavy smoker with Raynaud's disease, pregangrenous 
stage, immediate relief was brought about by three 
doses of nicotine in 200th centessimal dilution |i. e. 
a series of 200 dilutions, the first of which contains 
one part of the drug and 100 parts of diluent, the 
second one part of the first dilution and one hundred 
parts of diluent etc., so that probably only occasion- 
ally did a dose contain a molecule of nicotine!| In 
another patient, whose attacks were more frequent on 
smoking, nicotine in 30 centessimal dilution, six 
doses twice a day, caused great improvement. In 
the case of a heavy smoker with repeated anginoid 
attacks, the condition was completely relieved by 
treatment with tabaccum in 30th centessimal dilu- 
tion following cessation of smoking. 
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RESPIRATORY SysTEM: Respiratory Stimulant. 
The historical use of tobacco fumes as a respiratory 
stimulant has been interestingly described by H. E. 
Fisher (1944). In cases of apparent death, when 
other aid is not at hand, Hildenbrand (1801) ad- 
vocated the use of tobacco leaves externally, first 
laying them on and then rubbing with them. 
Pulmonary Disease. Montgomery (1895) considered 
that moderate tobacco smoking might possibly be 
beneficial in pulmonary disease, due to possible an- 
tiseptic action of the smoke, and its reflex vasocon- 
strictor action (through stimulation of afferent nerves 
in mouth, larynx, etc.) which might tend to relieve 
or prevent the chronic congestion present in chronic 
pulmonary affections. In this connection, the use of 
“antiseptic cigarettes” may be briefly mentioned. H. 
M. Jones (1887), for example, described an anti- 
septic cigarette of the following composition: tobac- 
co, eucalyptus, and iodoform disguised with coffee; 
each cigarette contained one grain of the active in- 
gredient; dose, half a cigarette three times a day. 
In such preparations, however, the cigarette is con- 
sidered to be a vehicle for the administration of pre- 
sumably more active antiseptic drugs. 

Croup. Dr. Vanderburgh is credited by Godman 
(1828) with introducing the use of a plaster cov- 
ered with dry Scotch snuff in the treatment of croup. 
Godman claimed that this procedure caused the 
symptoms of tracheal irritation and harsh crouping 
cough to cease, and produced profound sleep with 
gentle respiration; the treatment never caused vom- 
iting, vertigo, or any other distressing symptoms. 
N. Chapman (1828) also described the successful 
use of tobacco to relax the laryngeal spasm in 
cynanche trachealis; he had the patient smoke a 
cigar. 

Nasal Catarrh. According to an annotation in The 
Lancet (1: 406, 1913), there was some evidence that 
tobacco smoke was preventive of some forms of nasal 
catarrh. 

Nasal Polyp. Townsend (1821) stated that the tte 
of snuff has generally been supposed to be one of 
the many causes of polypus nasi. However, he him- 
self recorded a case of polypi of alarming size 
appearing in both nostrils, which he treated with 
large quantities of Scotch snuff. The snuff was in- 
troduced into the nose in such amount that during 
the first few weeks it caused severe vomiting. The 
tumors began to recede, and in a few years every 
He added that he 
had another patient who was rapidly improving from 
the same disease under the same treatment. 


vestige of the disease vanished. 
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Hiccough. Higginbotham (1890) stated that he had 
cured several cases of very obstinant singultus by 
means of pills containing 1/40 grain nicotine. Slevin 
(1895) reported the case of a man of 78 who hic- 
coughed persistently for 12 days without intermis- 
sion; he was then given a box of very pungent 
snuff, and during the night took several pinches 
which produced sneezing; and on the following day 
was fully recovered. 

GENITOURINARY SysTEM: Dropsy. In 1785, Fow- 

ler published his Medical Reports of Effects of To- 
bacco With Regard to its Diuretic Quality; in 79 
cases of dropsy in which tobacco was given, there 
resulted 28 cures, and 32 were relieved. Sigmond 
(1838f) stated that tobacco taken internally was a 
very serviceable remedy for dropsy, but one which 
had fallen into disrepute. About this time, however, 
it was reported (W. A. G., 1840) that application 
of a moistened tobacco leaf over the epigastrium 
into dropsical patients was immediately followed by 
a profuse discharge of urine and the disappearance 
of dropsical symptoms. “‘On the whole” wrote Stillé 
as late as 1874, “it seems probable that tobacco 
might with advantage take the place of Digitalis in 
the treatment of many dropsies for which medicine 
is now prescribed.” 
Paresis of the Urinary Bladder. Pavessi (1853, 1854) 
reported a case of paralysis of the bladder in an 
elderly man which he treated by twice-daily instil- 
lations of solutions of nicotine. The bladder was 
said to have acquired a daily increased power of con- 
traction, so that at the end of 15 days, the catheter 
was laid aside. 

GASTROINTESTINAL SysTEM: Back in the days 
when one of the most popular therapeutic measures 
was either a “purge” or a “vomit’, tobacco had the 
distinction of fulfilling either purpose. Under “Oyl 
Bate’s Dispensary (1699) advised: 
“Anoint the pit of the stomach with gr. v or vi and 


of Tobacco,” 


the patient will presently vomit, but if you would 
move the body downwards, anoint about the navel 
therewith and the sick will presently fall a purging.” 
In a somewhat more sophisticated age, Sigmond 
(1838c) regarded tobacco-infusion enemas as a 
therapeutic agent of very considerable importance, 
in which, however, one must be prepared for the 
violence of its action; precordial anxiety, vomiting, 
death-like paleness and cold sweat, as well as more 
distressing symptoms, and possible fatal termination. 
He noted that tobacco enemas have been used to 
stop hemorrhoidal bleeding, to dislodge obstructive 
material in the esophagus by vomiting; in ileus, 
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colic, obstipation, and strangulated hernia. A con- 
siderable number of case reports have appeared in 
the literature illustrating the dangers of tobacco 
enemas in these and other intestinal conditions, and 
writers before and after Sigmond have deplored the 
use of, or urged great caution in the employment 
of such dangerous remedies (e. g. Acta Helvetica, 
1762; Copland, 1860). 


Constipation. Vorwahl (1933) pointed out that 
Prof. Glasmer’s treatment of habitual obstipation 
by carbon dioxide evolution in the intestine was not 
as new as it would appear: over 200 years ago, 
tobacco smoke, which contains large amounts of car- 
bon monoxide and carbon dioxide was used for this 
purpose; and Vorwahl reproduced pictures of instru- 
ments used for producing and delivering the tobacco 
smoke into the rectum. Copland (1860) believed 
that introduction of tobacco smoke into the large 
bowel was safer and a more efficacious practice than 
the use of tobacco-infusion enemas. The use of such 
enemas in constipation has resulted in severe or 
fatal poisoning (Acta Helvetica, 1762; Grahl, 1830; 
among others), and in the case of a man who swal- 
lowed two tablespoonsful of tobacco to relieve con- 
stipation, characteristic nicotine poisoning resulted 
(van Valzah, 1876-77). O’Donovan (1858) success- 
fully used tobacco enemas in three cases of consti- 
pation; the recommended dose was one-half to one 


dram of tobacco, depending on the patient, in 2-4 oz. 
of water. W. D. Jones (1891) recommended tobacco 
enema (one dram to a pint of boiling water) ad- 


ministered ad nauseam as one of the most efficient 
remedies of a palliative character available to the 
physician treating cases of fecal obstruction of the 
intestines, and he reported two cases in which to- 
bacco was used with good effect. 


In spite of the “time honored observation that 
many smokers are severely constipated” (Batterman, 
1955), the “morning cigarette’ is used by many 
other smokers to promote bowel movement. Having 
observed that smoking a cigarette increased intestinal 
peristalsis, Calatayud (1944) made therapeutic ap- 
plication of his results in a series of 100 patients, 
each of whom was asked to smoke a cigarette while 
fasting, and each of whom was followed closely for 
a period of 5 years. Patients were considered to 
be cured who recovered their intestinal habit and 
actually defecated daily and normally after having 
smoked one cigarette after fasting for a while. In- 
cluded among the failures were the ones in whom 
the repugnance for tobacco made continuation im- 
possible, and those in whom tobacco did not favor- 


476 


ably modify their intestinal stasis. In summary, of 
62 non-smokers treated, 49 were cured, with 13 
failures; of 38 smokers treated, 26 were cured, with 
12 failures. Thus, with 75% of his patients cured, 
Calatayud concluded that his method had practical 
value, being much more convenient, economical, ef- 
fective, and inoffensive than many of the laxatives 
and purgatives used by chronically costive patients. 
Intussusception. Haskell (1859) recommended the 
use of tobacco smoke per rectum in the treatment of 
this condition, and R. R. Ball (1886) described a 
case of intussusception which yielded to tobacco 
enemas. The enemas were given at hourly intervals 
for 12 hours, the enemas being infusions of one dram 
rising to two ounces of tobacco for each enema. The 
object was to cause relaxation of the whole muscular 
system, hoping thus to overcome the spasmodic mus- 
cular contraction of the invaginated bowel. 
Hernia. The general muscular relaxation produced 
by tobacco was also used to make possible reduction 
of strangulated hernia. The tobacco might be used 
in the form of an enema (S. Jackson, 1839; O’Don- 
ovan, 1858; B. P. Reese, 1861), occasionally with 
fatal outcome (Paris & Fonblanque, 1823; among 
others) or as tobacco smoke per rectum (Haskell, 
1859) or even by deglutition of tobacco smoke in 
susceptible patients (S. Jackson, 1839). Jensen 
(1938) has given an interesting historical account 
of the use of tobacco smoke administered rectally 
in the treatment of incarcerated hernia. 

E. Mitchell (1850) related the case of a Negro 
who was laboring under a strangulated inguinal 
hernia of long continuance, attended by fecal vomit- 
ing. A warm bath and other methods having failed, 
and with a fatal result seemingly impending, Mitch- 
ell ordered as a last resort an enema of 1 dram of 
tobacco in a pint of water, and left the patient for 
the night. The next morning, to the physician’s sur- 
prise, he found his patient walking about quite well, 
and on inquiry he learned that the patient had 
swallowed what had been intended to be given as an 
enema; that it had produced much prostration, ac- 
companied by relaxation, during which the hernial 
tumor had been spontaneously and completely re- 
duced. 

Ileus. Ronzier-Joly wrote in 1857 that tobacco had 
been used in the treatment of ileus for more than two 
centuries. He too pointed out the great variability 
in the action of tobacco, and the need to use prudence 
in its administration; but he maintained that to- 
bacco was very useful in this condition, and pre- 
sented three case histories in which it had been 
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employed. Haskell (1859) and Copland (1860) 
preferred introduction. of tobacco smoke into the 
large bowel to the use of tobacco enemas in this 
condition. Cameron (1886) reported two cases of 
ileus in which a tobacco poultice applied to the 
abdomen brought relief and subsequent cure; in 


both cases, the poultice stopped the pain and discom- 


fort, and subsequent enemas, in one case, of tobacco 
infusion, brought about bowel movement. According 
to Torresi (1904), enteroclysms of warm tobacco 
infusion (up to 30 gm. of leaf per liter) administered 
through a long flexible sound gave good results in 
5 out of 7 cases of paralytic ileus; the other two cases 
were in extremis at the time of attempt. 

Rosenstein & Kohler (1928) devised a procedure 
for the injection of nicotine into the coeliac ganglion 
of man for the relief of intestinal paralysis. In 26 
cases, doses of nicotine up to 10 mg. were used, 
although the usual dose was less than this; and in 
17 of these, temporary relief, with consequent pas- 
sage of stools was afforded. This use of nicotine 
was reserved for cases of paralytic ileus, since in- 
creased peristalsis in mechanical obstruction only 
aggravates the condition; and the authors felt their 
treatment represented a not insignificant advance in 
the therapy of intestinal paralysis. Noting that 2-3 
mg. of nicotine injected into the right or left coeliac 
ganglion in rabbits, cats, and dogs were effective 
in the treatment of experimental paralytic ileus, 
Ghiron & Scandurra (1939) recommended a dose 
of 6 mg. in man, and stated that it was not neces- 
sary to reach the coeliac ganglion to obtain the 
desired effects; it sufficed to infiltrate posteriorly 
the periaortic cellular space. However, Ochsner, 
Gage & Cutting (1930) concluded from their experi- 
ments on dogs that nicotine when injected into the 
splanchnic area was probably of little or no value 
in the treatment of ileus. These authors thought it 
conceivable that the injection of nicotine directly 
into the semilunar ganglion might produce more pro- 
nounced effects than those obtained by diffusion, al- 
though diffusion was the only method clinically avail- 
able and safe; furthermore, the injection of nicotine 
was open to serious objections in that it produced 
rapid and exaggerated increases in blood pressure. 
Colic. Fowler (1785) reported observations on the 
use of clysters of tobacco in the treatment of colic; 
and the author who signed himself “Physician” 
(1813) administered an enema of the infusion of 
the tobacco in the proportion of 2 drams to 8 oz. 
of water in this condition. His patient died, where- 
upon he cautioned others against prescribing so large 
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a dose, and suggested half a dram in 12 oz. of water, 
to be increased gradually if not effective. 

Wertheim (1851) claimed beneficial effects on 
stomach and intestinal cramps with small doses of 
nicotine or coniine, i. e. one mg. distributed over 5-6 
days’ time. It may be suspected that this author 
was operating on homeopathic principles. 


Miscellaneous Conditions, from Mouth to Anus. Tas- 
sinari (1891) concluded that tobacco smoke merited 
serious consideration in the hygiene of the mouth 
as a prophylactic measure against the diseases of 
the oral cavity which have a parasitic origin. Caval- 
laro (1910) agreed that, since in his experiments 
tobacco sterilized the saliva, instead of proscribing it, 
one should recommend its use in oral prophylaxis. 
Audier (1950) treated 12 paradentosis patients 
with either a 4% tobacco-smoke condensate emul- 
sion in gum arabic or a 4% paste. Clinically, dis- 
tinct improvement was observed, but toxicity of the 
Ultimately, the 


author developed a product called Parex, made with 


yroduct prevented its general use. 


nicotinic acid and nicotyrine as active ingredients. 
Toxicity tests showed high therapeutic ratio, and 
five case histories were presented to show its effec- 
tiveness in treatment of peridontal diseases. Audier 
noted that primitive tribes in South America cleaned 
their teeth and gums with tobacco products, and 
that among them scarcely any paradentosis occurs. 
A boy suffering from intense pruritis ani was 
treated by his father with a tobacco infusion enema; 
severe non-fatal poisoning ensued (Fulpius, 1913). 
Tobacco enemas have been used to stop hemor- 
rhoidal bleeding (Sigmond, 1838c), and Wright 
(1846) reported the case of a man who was induced 
to sit over a chamber-pot containing half an ounce 
of tobacco together with some burning coals to ease 
himself of piles; in a few minutes, characteristic 
nicotine poisoning supervened. 
The Use of Nicotine as a Vermifuge. It would ap- 
pear that this use of tobacco was originally a ther- 
apeutic accident. In treating a sailor with an ab- 
dominal wound, Surgeon Turner (1762) procured 
a stool by means of fumes of tobacco injected through 
a tube. During the use of these clysters, several dead 
worms of the teretes kind came away with the 
stools. Noting this, Turner concluded that this might 
be a valuable treatment for worms, and soon after 
tried it on a man who had been troubled with worms 
for years. The treatment was applied twice a day, 
and produced a prodigious number of ascarides. The 
worms against which tobacco has been employed 
include round-worms, tape-worms, threadworms, and 
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pinworms; and the tobacco was administered by 
mouth (Cunningham, 1836), as a cataplasm as an 
adjunct to oral administration (Sigmond, 1838b), 
but more generally in form of an enema of tobacco 
infusion. This latter procedure not infrequently re- 
sulted in severe or fatal tobacco poisoning, and many 
cases have been reported in the literature (Tavignot, 
1840, 1841; Bertini, 1846; J. B. Wilkinson, 1889; 
Bleasdale, 1906; Lancet 2: 765, 1894; Ehrnrooth, 
1912; Garvin, 1913; Detis, 1937; Willis, 1937; 
among others). It is noteworthy that in virtually 
all of these cases the use of tobacco or tobacco enema 
as a vermifuge apparently followed lay advice, and 
the appearance of such cases well into the 20th Cen- 
tury indicates that tobacco still maintains its pop- 
ularity—and peril—in folk-medicine. 

DISORDERS OF METABOLISM AND NUTRITION: Gout. 

Fumigation for gout, a procedure ascribed to the 
Abbé Girod, consisted according to Reveillé-Parise 
(1836), of exposing the ailing part for about a 
quarter of an hour to the fumes of tobacco thrown 
a little at a time on burning coals. The treatment 
was repeated 2-3 times during 24 hours, and con- 
tinued for several days. Hinard (1843) successfully 
treated himself for gout in this manner; he used a 
portable stove, put tobacco on the burning coals, 
and exposed his foot to the fumes. 
Growth of Hair. Sigmund (1838a) stated that the 
application of tobacco was useful to make hair grow 
on parts which had been for a considerable time 
denuded. 

DISEASES OF THE ENDOCRINE GLANDS: Diabetes 

Mellitus. Saxe (1870-71) reported a case of sac- 
charine diabetes following upon cessation of smok- 
ing, and relieved by resuming smoking. 
Diabetes Insipidus. C. F. Mayer (1957) reported 
that a group of physicians in Bordeaux had started 
to prescribe cigarette-smoking for their patients suf- 
fering from diabetes insipidus, since smoking seemed 
to bring down the urinary output to normal. In a 
case described by these latter physicians, an average 
daily excretion of 6.35 liters of urine was reduced 
to an average of 3.55 liters by smoking 10-20 ciga- 
rettes a day (Moretti, Benelli & Meriaux, 1957). 

REPRODUCTION: Tobacco as an Abortifacient. 
Needless to say, the use of tobacco as an abortifa- 
cient is a part of folk rather than of orthodox medi- 
cine. I]lustrative cases, in which such use was fol- 
lowed by severe or fatal nicotine poisoning, were 
reported by Landerer (1868) and Afanassiev 
(1931). Since only fatal cases are likely to become 
known and reported in the medical literature, it is 
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not improbable that the use of tobacco in this con- 
nection is more common than the paucity of reports 
would indicate. 

Skin DIsEASES AND LocaL Derma- 
titis. Landerer (1868) noted that the juice which 
collects in the long tobacco pipes of the Orientals 
when they smoke is collected by those who are en- 
gaged in the cleaning of these pipes, and is used 
throughout the Orient as a specific agent against 
obstinate exanthematous diseases and also against 
herpetic eruptions, psoriasis, and similar chronic skin 
diseases in the form of a salve or even in the natural 
state; nicotine poisoning often resulted. A similar 
use of “pipe juice” or “pipe oil’ was not uncommon 
in the Occident, with nicotine poisoning also a 
sequel. A young man affected with herpes tonsurans 
was advised by a charlatan to treat it with empyreu- 
matic oil of tobacco, and, obtaining a certain amount 
from pipes, he applied it to his arm (Calosi, 1858) ; 
and similar application to vesicular herpes on the 
right forearm in another case (Turchetti, 1860) re- 
sulted in each instance in typical nicotine poisoning. 
In 2 cases, the contents of a pipe stem were used 
to heal a sore or a bruise on the lip of a child, 
and in each case poisoning and death ensued (Boston 
Medical and Surgical Journal 78: 340, 1868; Hare, 
1885). 

Other preparations of tobacco, particularly de- 
coctions of tobacco leaves, have been employed in 
various skin diseases. B. J. A. Murray (1793) re- 
ported that such a decoction applied to a scabby rash 
produced nicotine poisoning in one man, and a man 
with a scurfy skin used a lotion of a strong decoc- 
tion of tobacco as a cure for his skin disease with 
similar result. Within recent years there has been 
a resurgence of interest in the use of such tobacco 
extracts in various dermatoses. Jausion et al. (1940) 
incorporated an aqueous extract of tobacco (20 gm. 
per liter) with one-fourth the volume of 50% agar; 
the mixture was then spread on sterile gauze com- 
presses to be used within 8 days. The following 
results were reported: in 8 cases of streptococci, im- 
petigo, or ecthyma with delayed skin regeneration 
after vaccine therapy with staphylo-streptococci pep- 
tides, or after sulfa therapy, six epidermizations 
were obtained in 2-10 days, and 2 ameliorations were 
obtained after 2-3 applications; 2-20 dressings gave 
decisive results in 21 and incomplete results in 
10 cases of post-scabes “dermo-epidermitis’”; in 
furunculosis, complete skin restoration was obtained 
in 11 cases in a maximum period of 12 days, and in 
most in less than a week; in 9 cases of trophic ulcer 
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on varicosed legs, 7 cicatrized in less than 8 days, 
and 2 between 10-15 days; 2 cases of “epidermophi- 
tis inguinalis” resulting in mild nicotine poisoning 
from absorption from a large chafed surface. 

Rothman & McCreary (1949a) reported failing 
to cure or improve a housewife, aged 57 years, with 
pustular psoriasis and acrodermatitis continua of 
the hands. The patient then, on her own initiative, 
soaked her hands in hot tobacco juice 6-8 times a 
day; the juice was prepared by boiling tobacco in 
water for 2 minutes, and each soaking lasted 5-10 
minutes. Within one week, considerable improve- 
ment was seen in all the treated lesions, and almost 
complete cure of the hands and fingers was achieved 
in 4 weeks. Another of Rothman & McCreary’s 
patients with a similar condition, and apparently 
again on her own initiative, treated herself with a 
decoction of tobacco with similar good result (Roth- 
man & McCreary, 1949b). 

Kaminsky, Sevinsky & Kaplan (1950) reported 
the treatment of pustulous dermatoses of the ex- 
tremities with a tobacco decoction of the type de- 
scribed by Rothman & McCreary, and claimed to 
have produced spectacular results; the pustules dried 
up, the skin elements appeared, and the surface 
rapidly acquired an appearance comparable to the 
palmar and plantar skin in ichthyosis. The decoc- 
tion was made by boiling 100 gm. of chopped tobacco 
in two liters of water for 2 minutes, then cooling 
and filtering. The liquid was applied 4 times a day 
as hot as the patient could stand; each treatment 
lasted 10 minutes. Solutions of nicotine did not give 
comparable results. 

Gruneberg & Theune (1954) described a case of 
acrodermatitis continua in which treatment with 
tobacco decoction proved to be very effective, although 
not alone sufficient to bring about healing. The 
decoction was made by boiling about 40 gm. of 
dried raw tobacco leaves in 10 liters of water for 
30 minutes. The patient took about eight 20-min- 
utes-long hand- and foot-baths per day in this decoc- 
tion; no symptoms of intoxication developed during 
about 18 months of treatment. 

Buchvarov, Antonov & Mluchkova (1954) re- 
ported that, compared to other tars, tobacco tar 
possessed the most potent antipruritic, drying, and 
keratoplastic effect; this effect appeared especially 
clearly in the treatment of eczema, Out of 103 pa- 
tients treated, there was an immediate good result 
in 78 cases following 2-4 days of treatment, mani- 
fested by drying up, epithelization of eroded areas, 
softening and healing of the skin, and diminishing 
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and disappearing of itching; 4 patients did not im- 
prove; 24 showed negative results. The authors did 
not advocate tobacco tar as a panacea, but consid- 
ered it a valuable adjunct to other forms of treat- 
ment in dermatology. They warned that tobacco tar 
is a potent poison, and must be washed until its 
nicotine content is no more than 2 parts per 1000 
before using. 


Tobacco as an Antipruritic. Application of tobacco 
was said by Sigmond (1838a) to be useful in severe 
itching, particularly after insect bites. 

Dumas (1937) prepared tobacco ash by burning 
tobacco on a wire screen, then finely pulverized the 
ash in a mortar. He used this in the treatment of 
pruritis ani, ringworm, athlete’s foot, and superficial 
ulceration, with very satisfactory effect. The ash 
was dessicant, stimulant, and antiseptic. Applied 
to wounds, it was accompanied by a moderately 
severe burning lasting a few minutes. As an oint- 
ment made with lanolin, it allayed the severest itch- 
ing almost immediately. It was also good for a 
dentifrice and as metal polish. 

Ringworm. According to M. G. Evans (1869), pipe 
scrapings mixed with a little oil were applied to an 
abraded area thought to be ringworm; non-fatal 
nicotine poisoning ensued. A similar result was 
reported in the case of a small girl treated for ring- 
worm by her mother by vigorously rubbing her 
trunk and limbs with a mixture of writing ink and 
scrapings from an old tobacco pipe (J. O. Jones & 
Morris, 1926). 

Burns. In discussing peripheral vasoconstricting 
agents in burns, Breidenbach (1943) stated: “We 
treated three other patients with second-degree burns 
of the hands and feet by another method for vaso- 
constriction of the peripheral vessels suggested by 
Dr. Berkaw; namely, the use of tobacco smoke. The 
hand or foot was encircled in a Bunyon envelope 
made of cellophane and a clay pipe containing 
tobacco had attached to its stem a bulb and rubber 
tubing. By pressing the bulb, smoke was forced 
from the free end of the rubber tube inside the 
envelope. The envelope was thus kept full of to- 
bacco smoke. The burned area did not lose any 
fluid, it formed a thin transparent eschar, and heal- 
ing took place rapidly. This method was not tried 
in extensive burns.” 

Ulcers. Application of tobacco leaf to an ulcerated 
arm (Murray, 1793) and to ulcers on the legs (Allan, 
1871) resulted in severe nicotine poisoning. 
Scabies; Itch. In experiments on the deadliness of 
various agents recommended for combating itch- 
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mites, the empyreumatic juice from the tobacco pipe, 
which killed the mites immediately, was found to be 
the most effective agent; but it could not be easily 
used on the skin, for there was danger that it might 
injure the host (Kiichenmeister, cited by von Skram- 
lik, 1948). 

Melier (1824) reported that 2 oz. of leaf tobacco 
boiled in one pint of water and applied as a lotion 
twice daily, a half glass for each lotion, was a slow 
cure for the itch, and one not free of ill-effects, such 
as nausea and dizziness. Melier (1844-45) also 
stated that work in tobacco factories was prophy- 
lactic against the itch. Poisson (1881), however, 
declared that this was an illusion, but he added that 
tobacco workers were exempt from chilblains in their 
hands. Cases of nicotine poisoning resulting from 
application of tobacco infusions to the skin in cases 
of itch were reported by Sigmond (1838a) and 
Blanchard (1869), among others. 

A preparation of nicotine salicylate called “Eu- 
dermol” was made into a 0.1% salve with lanolin, 
and used in the treatment of scabies by Wolters 
(1898). Following a preliminary soap bath, a single 
inunction sufficed to cure 64 of 67 patients. Chil- 
dren as well as adults, men as well as woman, 
endured the treatment without difficulty and with- 
out the appearance of any intoxication symptoms. 
Comparisons were made with nicotine soap. With 
the latter material, 2 out of 8 patients showed 
marked intoxication symptoms (headache, nausea, 
vomiting, palpitations, dyspnea). 

A soap containing 10% of a tobacco extract con- 
taining about 7% nicotine (the product therefore 
containing about 0.7% nicotine) was used success- 
fully in cases of parasitic and pruritic skin diseases 
by Taenzer (1895, 1897). Another nicotine soap, 
composed of 5% tobacco extract, 5% precipitated 
sulphur, and 90% soap, was also used with success 
in 32 cases of scabies, 6 cases of pityriasis versi- 
color, 4 cases of herpes tonsurans circumscriptus, 
4 cases of urticaria, and 2 cases of prurigo incipiens 
(Marcuse, 1899a, b). In scabies, 3-4 days of appli- 
cation were required for a cure, and apparently no 
ill effects occurred. These soaps were made by C. 
Mentzel in Bremen. 

Pediculosis. A salve made of snuff and butter rubbed 
on three children to cure head lice resulted in char- 
acteristic nicotine poisoning (Murray, 1793). Two 
young girls had their scalps treated against vermin 
with a nicotine solution; non-fatal poisoning ensued 
(Weill & Delore, 1923; 1924a, b). 

A man suffering from pediculi pubis boiled 200 
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gm. of tobacco in two liters of water, then rubbed 
the solution over his whole body, leaving it to dry 
on the skin; typical nicotine poisoning resulted 
(Auche, 1891). 

If tobacco is to continue to be therapeutically 
employed in the treatment of skin disorders, we sug- 
gest that, in view of the variable composition of 
tobaccos (especially in terms of nicotine content), it 
would be highly desirable to make available to phy- 
sicians a “standardized” 
topical use. 


tobacco preparation for 
In this event, a standard strength of 
solution and a precise manner of its preparation (as 
with pharmacopoeial decoctions and/or infusions of 
other drugs) would allow comparison to be made 
between reported results of future authors. 
Inrectious Diseases: Tobacco as a Prophylactic 
in Contagious Disease. Allen (1835) stated that 
Diemerbroeck [De peste, 1546| has usually been 
quoted as authority for the anticontagious character 
of tobacco. During the Great Plague in London in 
1665, children were told to smoke in their school- 
rooms (Lancet 1: 1266-1267, 1902); and A Brief 
Abstract of the Virtues of the American Tobacco 
Plant (1783) records that buriers of the dead, in 
charge of dead-carts, at first used tobacco as a deo- 
dorizer, “little thinking that what they used for 
momentary relief would prove a constant preventive. 
When the Plague was happily stayed, the virtues 
of tobacco began to be investigated, and it was found 
that those persons who plentifully used it, either 
in smoking or in snuffing, had most wonderfully 
escaped the dire contagion; for though they visited 
the chambers of the sick, attended the funerals of 
cartloads at a time, they unexpectedly avoided the 
infection.” Although Allen in 1835 declared that 
this idea that tobacco operated as an antidote to 
contagious and infectious diseases was gratuitous and 
fallacious, the belief continued to play a role in 
public health for some time. It was reported in 
The Lancet (1: 201, 1882) that smallpox having 
appeared in the Bolton Workhouse, the Guardians 
resolved to issue tobacco freely to the inmates in 
order that the wards may be disinfected by the 
fumes. And, in another note in The Lancet (1: 406, 
1913) of a later date: “A good many years ago 
it was reported by the senior medical officer of 
Greenwich Workhouse that the tobacco-smoking in- 
mates enjoyed comparative immunity from epidemics, 
and tobacco-smoking was believed to have had the 


disinfectant action in cases of cholera and other 


infectious diseases. Again during a cholera epidemic 
at Hamburg it was reported that not a single work- 
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man engaged in the cigar factory in that city was 
attacked by the disease. Later it was stated that 
amongst a body of 5000 cigar makers only 8 cases 
and 4 deaths from cholera occurred. Subsequently 
experiments proved that tobacco smoke destroyed 
the bacilli of Asiatic Cholera as well as pneumonia.” 
This note in The Lancet apparently referred to the 
work of Visalli (1888) who found that tobacco smoke 
was capable of inhibiting the growth of the bacillus 
of Asiatic cholera; and indeed, Visalli himself 
concluded that, since the portal of entry of this 
bacillus is the mouth, tobacco smoke should have 
prophylactic value. 

It is a fact that workmen in tobacco factories are 
often cited as being immune from cholera and other 
epidemics. In Toulouse, shortly before the French 
Revolution the workmen in the State tobacco factory 
were said to have remained immune during a deadly 
epidemic of suette [miliary fever] (Lancet 1: 1266- 
1267, 1902). Melier (1844-45) stated that the man- 
ufacture of tobacco appeared to preserve the work- 
men from intermittent fevers [malaria]. This was 
denied by Ruef (1844-45) and by Poisson (1881) ; 
but W. L. McGregor (1845) expressed his own 
belief in the prophylactic power of tobacco in 
malaria. 

Some of the theories and studies on the subject 
of “Does Smoking Protect Against Infection?” were 
briefly reviewed in the British Medical Journal 
(2: 253, 1889). Granting that pyridine, “a de- 
stroyer of bacteria,” has been demonstrated to be 
present in tobacco smoke, the Journal made the fol- 
lowing conclusion: ‘We advise non-smokers not to 
put their trust in pyridine during the prevalence of 
fevers, and to remember that their tcbacco-loving 
friends owe their immunity to good health and 
strength, which enables them to stand tobacco and, 
at the same time, to resist infection.” A later an- 
notator in The Lancet (1: 406, 1913), writing of 
the germicidal properties of tobacco smoke and the 
reported beneficial disinfectant action in cases of 
cholera and other infectious diseases, went on to 
say: “Excessive tobacco-smoking, of course, may 
easily give rise to constitutional effects which dimin- 
ish the resisting power of the body to disease, in 
which case it is probable the habit would afford not 
only no protection but an opening for invasion.” 


The supposed disinfectant action of tobacco smoke 
on bacteria in air has been investigated under con- 
trolled laboratory conditions. Twort & Baker (1940) 
studied the effect of exhaled cigarette smoke on 
Escherichia coli {colon bacilli] in the air. Cigarette 
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smoke had no apparent effect on the bacteria, al- 
though a smoke generated from cardboard damped 
with a 2% solution of potassium nitrate and fired 
proved highly lethal to the organisms. Kliewe & Ober- 
feld (1950) undertook a study to determine whether 
the old custom of smoking a room to free it of con- 
tagion had any merit, but they neglected to draw 
any definite conclusions from their experiments. 
Smoke from tobacco, paper, straw, hay, and asthma 
powder were all found to have a bactericidal action 
against suspensions of B. prodigiosum, Esch. coli, 
and Sarzina lutea sprayed into a closed room by 
means of a hand atomizer; no very marked differ- 
ences between the various types of smoke were ap- 
parent. 

During the years 1907-1909, de Berrmabon 
(1910) studied the possible prophylactic effect of 
smoking on cerebrospinal meningitis using French 
army personnel. Of 286 soldiers questioned, 94.4% 
were smokers, and of 49 cases of meningitis during 
the period of study, 44.1% were non-smokers and 
30.2 were only occasional smokers, from which 
this author concluded that smokers had a relative 
immunity to this disease. Bogen (1937) suggested 
that perhaps a slightly increased resistance against 
tuberculosis might be afforded by the relatively harm- 
less anthracosis resulting from the dust found in 
tobacco smoke. In general, however, modern epide- 
miological studies have not revived the once widely- 
held belief that tobacco or smoking is prophylactic 
in infectious diseases. 

A beneficial or curative action of tobacco or smok- 
ing has been reported for the following infectious 
diseases : 


Common Cold. “A few pinches of tobacco snuff 


at the commencement of a cold is a popular remedy” 
(Thomson & Negus, 1937). 

Rabies. The use of tobacco in hydrophobia was 
based on the analogy between the spasms of this dis- 
ease and those of tetanus (see below). Sigmond 
(1838e) had no confidence in the power of tobacco 
to arrest the disease, but inclined to the view that 
tobacco enemas or injections would make the last 
hours of life more supportable. Haskell (1859) rec- 
ommended the use of tobacco smoke per rectum in 
the treatment of hydrophobia. 


Typhus. Wertheim (1851) claimed that in the prod- 
romal stage of typhus and other exanthematic proc- 
esses, 1 mg. of nicotine or coniine would produce a 
significant and frequently lasting improvement of 
all the symptoms; the lesser the degree of symptoms, 


the greater the dose needed to produce improvement. 
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Erysipelas. J. G. Stephenson (1857) asserted that 
tobacco was most reliable in subduing erysipelatous 
inflammation; he covered the inflamed surface with 
wet tobacco leaves, which he permitted to remain 
until much nausea was produced. 


Furunculosis. Jausion and co-workers (1940) 
claimed to have obtained complete skin restoration 
in 11 cases of furunculosis by application of a to- 
bacco-infusion agar mixture (for details, see above 
under Skin Diseases). 


Tetanus. Edmund Gardiner in “The Trial of To- 
bacco” (1648) wrote: “The suffumigation of tobacco 
being taken, is a good medicine for the starknesse 
or stiffnesse of neck called tetanus, for any pains 
or aches in the body proceeding of the cause that 
tetanus doth” (quoted by Sigmond, 1838d). Al- 
though Sigmond himself did not feel that any medi- 
cine was dependable in tetanus, and expressed his 
belief that spontaneous recovery underlay at least 
some of the claims for the therapeutic efficacy of 
tobacco, a considerable number of case reports in 
the literature testify to the use of tobacco, and later 
of nicotine, in this condition. Duncan (1815) re- 
ported having cured a case of tetanus with the aid 
of tobacco-smoke enemas. O’Beirne (1822), Ander- 
son (1824, 1826), S. Jackson (1826), Smart 
(1830), Cavenne (1836), and Bullock (1841) de- 
scribed cases of tetanus successfully treated by to- 
bacco administered by local application to the skin 
in form of poultices and cataplasms (Anderson), by 
applying a strong tobacco docoction to the open 
wound through which the infection had gained access 
(Jackson), by injection of tobacco per anum and 
per vaginam (Smart), or by tobacco enemas (Ca- 
venne; Bullock). The progress of the cure was 
described by Smart: ‘The patient became pale and 
cold; tremor of the extremities; a small feeble pulse; 
anxiety and oppression at the praecordia, with efforts 
to vomit, soon followed by powerful vomiting, and 
a gradual opening of the jaw.” 

Simon & Clapton (1858) treated a case of trau- 
matic tetanus with nicotine, 1/12 minim hourly, in- 
creasing gradually to 1/6 minim and later to 
1/4 minim hourly. Each administration produced 
marked relief of muscular spasm for a short period. 
Untoward effects of nicotine included giddiness, pro- 
fuse perspiration, and nausea. Nicotine therapy was 
continued over a period of 7 days, and the patient 
recovered. Haughton (1862) reported three cases 
of tetanus in which nicotine worked to advantage: 
in the first case, nicotine relieved the agonizing pain 
and relaxed the spasms, but the patient died from 
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double pneumonia; in the second case, 26.4 grains 
of nicotine were administered over 11 days; in the 
third case, nicotine in doses of 1-2 drops in sherry 
and water was given as needed over a 4-day period 
(total, 54 drops or 32.5 grains), the nicotine reliev- 
ing the spasm of the muscles and the patient even- 
tually recovering. Tufnell (1863a, b) treated his 
case of tetanus by oral nicotine therapy lasting 6 
days; repeated doses were necessary, since spasms 
tended to return every few hours (the dose used 
must have been quite large, for the author states 
that in 40 seconds after administering the first dose, 
the whole surface of the patient’s body became cov- 
ered with sweat). Later, before the Surgical Society 
of Ireland, Tufnell stated that he had used nicctine 
on three occasions in treating tetanus, twice success- 
fully and once unsuccessfully. Morgan (1869a, b) 
communicated to this same Society the case of a boy 
of 15 with a compound fracture of the great toe in 
whom tetanus developed; treatment included re- 
peated doses of 1/23 drop of nicotine plus 5 drops 
of Liq. Morph. over a period of 6 days, with sub- 
sequent recovery of the patient. In the ensuing dis- 
cussion, Babington stated that he once gave 1/3 drop 
of nicotine in a case of traumatic tetanus, but aban- 
doned it in consequence of the frightful depression 
induced. Ogle (1864a, b) reported having admin- 
istered nicotine in a case of traumatic tetanus with- 
out averting a fatal termination. 

The early literature on this subject was reviewed 

by O’Beirne (1822). Later, Hare (1885) discussed 
the use of tobacco in the treatment of tetanus. 
Plague. Mallanah (1918) advocated the use of to- 
bacco leaves on the floor in plague areas to destroy 
the plague-carrying fleas, and described an experi- 
ment in which he arranged to “tobacco”’ 52 houses 
while using 52 others as controls. Out of the con- 
trols, 7 cases of plague occurred, while of the 
“tobaccoed” houses, in only one did a case of plague 
occur, and the author explained this as due to in- 
sufficient use of tobacco. 
Tuberculosis, Ruef (1844-45) stated that tubercu- 
losis was rare among tobacco workers who had been 
employed from infancy in tobacco manufacture; 
moreover, that this disease progressed much less 
rapidly in those who brought to their work an al- 
ready developed germ. Melier (1844-45), however, 
found no evidence of a beneficial effect of tobacco 
manufacture on tuberculosis in the workman, and 
Poisson (1881) considered that the curing of tuber- 
culosis by manufacture of tobacco was an illusion. 


Cock (1889) observed that chewing tobacco from 
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about the ages of 20 to 30 by those predisposed to 
tuberculosis of the lungs, would prevent its devel- 
opment. He believed it did this by counteracting the 
plethoric conditions of adolescence and also by act- 
ing locally as a curative agent in destroying the 
tubercle bacillus. Jankau (1894) stated that smok- 
ing should be encouraged in the early stages of 
tuberculosis for its antibiotic action on the tubercle 
bacillus. 

On the theory that a pulmonary antisepsis in con- 
junction with an active and prolonged pulmonary 
hyperemia might give therapeutic results in tuber- 
culosis, Karyophillis (1951) employed cigarettes 
containing 5-10% flowers of sulphur added to the 
tobacco in the treatment of 42 cases of chronic pul- 
monary tuberculosis; 8-10 cigarettes were admin- 
istered per day over 4-12 months. In 4 cases, no 
results were obtained; in 5 cases, the result was very 
poor or static; but in the other 33 cases, great 
clinical and radiologic improvement was said to 
have been brought about, complete clinical recovery 
being attained in many cases. 

Venereal Disease. In France Antarctique by Thevet 
(Paris, 1558), there is a woodcut representing a man 
being cured of yaws by suction: one of his attend- 
ants, a naked Indian, holds in his mouth what ap- 
pears to be a smoking cigar or cigarette. According 
to The Lancet (2: 1480, 1912), the sores of yaws 
and syphilis were washed out with tobacco juice in 
South Carolina in the 18th Century, and “we are 
at liberty to infer that smoking had for long been 
resorted to as a cure for these diseases. There can 
be but little doubt that at the time of its introduc- 
tion into England, smoking was regarded by the 
mass of the people as a sign that the smoker was 
endeavoring to cure himself of a nameless com- 
plaint.” 

Intermittent Fever |Malaria|. Wertheim (1851) 
claimed curative effects for 30 mg. doses of nicotine 
in intermittent fever. 

Hjorth (1852) reported that a young female suf- 
fering from intermittent fever was treated as follows: 
a leaf of tobacco as large as the hand was soaked 
in three or four pints of goat milk overnight; on 
the next day, 2 or 3 spoonsful were administered to 
the patient, the bad taste preventing taking of the 
remainder. Non-fatal nicotine poisoning developed. 
C. S. Shaw (1878) reported the case of a 35-year- 
old man with malaria who accepted a prescription 
from a friend who warranted its efficacy. It consisted 
of 1/3 pound of refuse tobacco (stems and leaves) 
and 2-3 heads of garlic steeped in a pint of brandy; 
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the dose was one tablespoonful 3 times a day. The 
patient followed the directions for 3 days, and ulti- 
mately died of nicotine intoxication. 

DISEASES OF ALLERGY: Asthma. In former years, 
tobacco was recommended as a remedy for relief 
of asthma on account of its antispasmodic effects 
(W. S. Thomas, 1928). “In disordered respira- 
tion.” wrote Sigmond (1838f), “this herb obtained 
the well-merited confidence of the older physicians, 
in cases [of spasmodic asthma] where no organic 
alteration has occurred. It has, however, nearly fallen 
into neglect, from which state it will most probably 
revive, for it has lately been tried to a very great 
extent, and with no small success, under a false 
name |a spirituous tincture of the tobacco having 
been supplied to physicians under the name of 
Lobelia inflata, which latter drug was then in great 
demand |. My own experience had led me to its fre- 
quent employment; nor did I discover for some time 
the artifice which had been practiced. It, however, 
induced me to place great reliance on the aetherial 
tincture of tobacco, to mitigate the paroxysms of 
spasmodic asthma. It must, however, be remembered 
that where the lungs are diseased, it is capable 
of exacerbating the complaint, and that it always 
demands the careful discrimination and judicious 
watchfulness of the medical man.” Sée (1869) also 
held that the actions of tobacco were antagonistic 
to asthma; hence, he recommended the moderate use 
of tobacco by asthmatics but at the same time cau- 
tioned that immoderate use provoked attacks. P. 
Smith (1890) recorded the case of a woman who had 
used tobacco for years for the relief of asthma, who 
eventually developed tobacco amblyopia. 

The mixture of tobacco and leaves of the thorn 
apple (Datura stramonium) has, from olden times, 
been used as a remedy for asthma in the form of 
so-called “asthma cigarettes”. Lickint (1925c) be- 
lieved that the nicotine of the tobacco weakened 
rather than reinforced the bronchial antispasmodic 
action of Datura stramonium, and therefore, advised 
inhaling the smoke of burning stramonium leaves 
alone. 

Barach and his colleagues (1952) studied the ef- 
fect of cigarette smoking in patients with bronchial 
asthma and pulmonary emphysema. In some of 
these patients, in whom coughing was due to inhaling 
cigarette smoke, there resulted expectoration of con- 
siderable amounts of bronchial secretions, and a 
marked relief of dyspnea took place, with a con- 
comitant rise in vital capacity and in maximal breath- 


ing capacity. According to these authors, cough thus 
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produced should not be interpreted simply as an 
irritative phenomenon, but must be viewed also in 
the light of its physiologic use as a factor in drain- 
age. If bronchodilating drugs have separated mucus 
from the bronchial wall, and this is not sponta- 
neously followed by expectoration, deliberate cough- 
ing is recommended. Smoking 3 cigarettes in suc- 
cession also produced, in some cases, increased bron- 
chospasm, demonstrated by decrease of the vital 
capacity and maximal breathing capacity; but the 
point at issue was not to evaluate the harm or the 
advantage of smoking, but to emphasize the func- 
tional significance of either a natural or stimulated 
cough when it is followed by expectoration of mucus 
and pus from the bronchi. 

Urticaria. Marcuse (1899a, b) successfully used a 
nicotine soap in the treatment of 4 cases of urticaria 
(for details, see above under Skin diseases). 

COLLAGEN Diseases: Rheumatism. Melier (1844- 
45) reported that Berthelot had informed him that 
a cataplasm made of linseed meal and decoction 
of tobacco promptly assuaged rheumatic pain and 
effected a cure as quickly as any of the modes of 
treatment commonly used in that disease. Workmen 
in tobacco factories were convinced of its efficacy 
in rheumatic pains, knowing of no better remedy 
than a good sleep on a heap of tobacco. But Ruef 
(1844-45) denied that the emanations of tobacco 
were efficacious against rheumatism in tobacco 
workers. 

In the case, described by Polko (1854), of a man 
who treated rheumatism in his legs by applying dry 
tobacco leaves moistened with honey, non-fatal nico- 
tine poisoning resulted. 


EPILOGUE 

Tobacco made its world-wide conquests under 
guise of a drug. But the dangers attendant upon its 
therapeutic use, as well as the discovery of safer, 
more efficacious, and often more specific remedies 
for many of the diseases in which tobacco was once 
employed, have taken Herba Panacea out of the 
pharmacopoeias, and, indeed (in spite of more scien- 
tific therapeutic tests by some modern physicians), 


generally out of medical practice as well. Tobacco 
as a drug is now primarily of only medico-historical 
interest. 

Or is it? Have we not forgotten that most essen- 
tial and characteristic of all the pharmacological— 
and hence therapeutic—properties of nicotine: its 
unique biphasic action on the higher, if not the 
highest nervous centers of man? Have we not for- 
gotten that, by virtue of this effect, tobacco has been 
used and celebrated for over three centuries as what 
we are now pleased to term a “tranquilizing” drug 
—a “tranquilizer”, moreover, with perhaps a higher 
therapeutic index of safety and a lower incidence 
of dangerous side-reactions than any white tablet 
or colorful capsule similarly chronically used. If 
such a view appears to be elevating—or degrading 
—or returning tobacco to its ancient honorable place 
in the pharmacopoeia, we must confess it is all a 
matter of definition. A pipe or cigarette which 
soothes and relaxes, may be said, when smoked by 
a “patient”, to “tranquilize’. That many millions 
of such “patients” also derive pleasure from this 
particular tranquilizing drug is at least a thera- 
peutic virtue which smoking shares with very few 
other drugs, past or present. Thus, we may suggest, 
in a conclusion which has perhaps something more 
than medico-historical interest, that tobacco is either 
a tranquilizer with the not unimportant side-effect 
of inducing pleasure, or it is a “pleasure-drug”’ (as 
the Germans graphically term it) with the very use- 
ful side-effect of tranquilizing. With the world what 
it is; and, judging from the consumption of tobacco 
in past ages, what it was; and judging from our 
newspapers, radio, and television, what the world 
is likely to be—-we may well be grateful that we have 
such a drug as tobacco among what we should call, 
in paraphrase, our “Old and Nonofficial Remedies.” 


Editor’s Note: A full bibliography will be included with 


reprints, copies of which may be obtained from the 
authors. 
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Richmond, Virginia 
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Massive Venesection 


Report of a Case 


EMACHROMATOSIS is an uncommon, 

chronic and progressive disorder of iron me- 
tabolism characterized clinically by the triad of 
cirrhosis, diabetes and bronze pigmentation of the 
skin. It is basically an iron storage disease and the 
pathogenesis depends upon the overloading of the 
bedy with iron. The etiology of hemachromatosis 
is not factually established but the metabolic error 
is accepted as being inborn. There is evidence that 
iron absorption is increased and there is probably 
failure of the duodenal mucosal blocking mecha- 
nism!. The normal body content of iron totals three 
to five grams. In hemachromatosis the iron content 
is in the range of 20-60 grams. 

Treatment in the past has concerned itself with 
the hepatic cirrhosis, diabetes and heart disease. 
Medicinals to decrease iron absorption and increase 
iron elimination have in recent years received some 
attention only to be discarded as of no practical 
value*. The absence of an excretory path for iron 
in man and the knowledge that blood contains 50 mg. 
of iron per 100 c.c. led to the idea of repeated vene- 
section as a means of iron elimination. The abnor- 
mal iron deposits are known to be readily available 
In 1947, Davis and 
Arrowsmith® began their series of cases treated with 


for hemoglobin synthesis‘. 


massive venesection, the report leading to use of 
phlebotomy in the case presented below. 

This 47 year old white male, truck driver, was 
admitted to the Winchester Memorial Hospital May 
18, 1956. He gave a story of excellent general health 
until about two weeks prior to the date of admission. 
He at that time became ill with an acute upper 
respiratory infection with chills, fever, cough, gen- 
eralized aching and malaise. There was some nau- 
sea, occasional episode of vomiting and occasionally 
some diarrhea. His local doctor had given him 
several forms of medication with some symptcmatic 
relief. After three days of treatment his appetite 
returned and he felt fine but he had lost 10 pounds 
in the time between onset and remission. About four 
days prior to admission the patient had had a relapse 
of generalized aching through the flanks and across 
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Idiopathic Hemachromatosis Treated by 


H. PEARCE MACCUBBIN, M.D. 
Winchester, Virginia 


the abdomen with gas, distention, bloating and an- 
orexia. Occasional vomiting had again appeared. 
The systems review was, otherwise, negative. Phys- 
ical examination revealed a man who appeared to 
be about his stated age, temperature 96.8, blood pres- 
sure 130/80, pulse rate 90, respirations 18. It was 
remarked at the time of admission that he looked 
sick and the color of his face was peculiar. This 
same discoloration applied to the forearms and areas 
of the trunk. This color change was one of a 
demarcated slatish hue more suggestive of argyria 
than anything else that came to mind at that time. 
The other positive findings were limited to the ab- 
demen which was large and firm, and a rather 
nodular liver that was down perhaps five fingers 
into the right flank and extending across the epi- 
gastrium could be easily demarcated. 
was not palpable. 

The significant laboratory work showed WBC 
16,550, 76 pmn., 24 lymph., hemoglobin 14.4 grams, 


RCV 44.5. Urine urobilinogen 1:200, bile negative. 


The spleen 


Urine specific gravity 1.026, albumin and sugar 
negative, many WBC’s in the sediment per high 
power field. Serology negative. Urine culture pro- 
duced Escherichia coli. Blood urea nitrogen 22.8 
fasting sugar 109 mg.“%, amylase 140 S. 
cephalin floc. 2 plus, alkaline 
phosphatase 20.4 K-A units. BSP 12%. Stool nega- 
tive for bile, positive for occult blood. (The patient 


mg.'/o, 


units, bilirubin .9, 


apparently had a prostatitis to account for the pyuria 
which cleared on chemotherapy.) Total protein 6.5 
grams, albumin 39%, alpha 2 
beta 18%, gamma 18° (paper electrophore- 
sis). X-rays were made of the chest, abdomen, gall 
bladder, upper gastrointestinal tract, colon and kid- 
neys, none of which showed remarkable abnormality 
with the exception of a rather faint shadow of the 
gall bladder on that test. 


alpha globulin 5%, 


On May 30, 1956 a liver biopsy was done through 
an abdominal incision and the pathologic report 
stated “the section of liver showed an _ essen- 
tially normal architecture except for a definite in- 
crease in the fibrous tissue at the portal zones with 
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some lymphocytic infiltration. In a few zones there 
is some suggestion of bile duct proliferation. The 
main feature of this section is a marked deposit of 
brown pigment, presumably the blood pigments 
hemofuscin and hematoidin. The pigment is found 
in the hepatic cells, in the Kupffer cells and in 
indeterminate cells in the connective tissue. A com- 
bination of this excessive amount of iron pigment 
with the portal zone fibrosis is characteristic of the 
clinical entity known as hemochromatosis.” 

The patient had recovered from the malaise which 
caused his admission to the hospital. He had been 
on a high protein, low salt diet with vitamin sup- 
plementation and bed rest. A low grade fever dimin- 
ished toward the end of the hospitalization to in- 
significance. In the last week of his hospitalization 
there was removed 2500 c.c.’s of blood reducing the 
hemoglobin to 11.9 grams and RCV to 36%. Arrange- 
ment was made for venesection of 600 c.c. of blood 
every week. In July of 1956, the patient was re- 
turned to the hospital where it was found his brom- 
sulfalein was 2%, WBC 9,700, hemoglobin 13.6 
grams, RCV 42. In August, 1956 the patient was 
re-admitted and it was noted the liver was definitely 
smaller being 2 to 3 fingers below the costal margin. 
He was symptom-free. Bromsulfalein was 7%. 
Cephalin floc. was plus-minus. WBC 10,000, hemo- 
globin 14 grams. In February, 1957, the patient was 
re-admitted again symptom-free and now subsequent 
It is 
remarked that he felt fine, appetite excellent, diges- 
tion good, bowels regular, weight gain of 20 pounds 
and working full time. The liver at this time was 
found to be about 3 fingers below the costal margin, 


to 36 venesections averaging 600 c.c.’s each. 


non-tender but quite firm. Bromsulfalein was 4%, 
cephalin floc. plus one, hemoglobin 13.8 grams, RCV 
43. On September 20, 1957, the patient was re- 
admitted. The skin pigmentation could now be con- 
sidered unnoticeable. He was symptom-free and 
working full time. Weight constant, appetite good. 
Liver firm and about 1” below the costal margin. 
Laboratory findings: hemoglobin 14.5 grams, alkaline 
phosphatase 10.9, hematocrit 47%, bromsulfalein 
3%, total protein 6.5, albumin 51%, alpha; G. 6%, 
alphas G. 16%, beta G. 16%, gamma G. 11% 
cephalin floc. negative. He was bled for the 55th 
time (total 33,000 c.c. of blood). For six months the 
patient had been returning at intervals of every two 
weeks instead of weekly. 


COMMENT 
A long enough time has not passed since inception 
of phlebotomy for hemachromatosis to develop a 
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definite opinion relative to its long term benefits. 
However, Finch and Finch® presented statistics based 
on the review of 787 cases of hemochromatosis that 
clearly define the poor prognosis prior to venesec- 
tion. According to their publication the average life 
expectancy after the onset of symptoms is 4.4 
years. If diabetes appeared the life expectancy 
even with the best control possible was only three 
years. Cirrhosis of the liver accounted ‘for 45% 
of the deaths and heart failure for 30%. Dia- 
betic coma which prior to 1935 accounted for 50% 
of the deaths? accounted for less than 5%. The 
excessive iron deposition in the cells and the resul- 
tant damage is felt to cause all the symptomatology 
although experimental attempts to reproduce pathol- 
ogy and symptoms by iron injection has not been 
successful. Finch and Finch conclude that the fac- 
tor of time is the reason for the lack of experimental 
correlation in that two to three decades of excessive 
iron deposition occur in the human while no more 
than two years have been observed in the animal 
experiments. 

Of 17 collected cases by McAllen’ all showed the 
response, as did our patient, of increased sense of 
well being, decrease in liver size, decrease or disap- 
pearance of skin pigment and disappearance of liver 
iron by serial biopsy. All were maintained at their 
usual work throughout treatment. 

Phlebotomy is carried out at intervals of one or 
two weeks, removing 300-600 c.c.’s of blood each 
time. The criterion for cessation of treatment re- 
quires the appearance of a significant anemia (10- 
11 grams hemoglobin per 100 c.c). In McAllen’s 
series this occurred in from one to four years and 
involved removal of from 16 to 70 liters of blood*. 
Even larger amounts had been removed in several of 
the cases in the series of Davis and Arrowsmith. 
The appearance of the anemia indicates complete 
McAllen 
recommends blood letting once or twice annually 
after this stage is reached. It is of interest that the 
early fear of serum protein deficiency that led Davis 
and Arrowsmith to replace plasma in several of their 
early cases never materialized and is not advised 


removal of the excessive iron deposits. 


by any writers on the subject 745, Diabetes was 
favorably affected so far as control measures were 
concerned in several of the cases, requiring less 


insulin and remaining more stable**. In the one case 


of heart failure in McAllen’s series the patient 


recovered from the decompensation and in the subse- 
quent three years of phlebotomy treatment did not 
again become decompensated’, 
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The possibility of arresting the disease by phle- 
botomy and removal of excessive iron seems good. 


SUMMARY 
A case of idiopathic hemochromatosis treated for 
17 months by massive venesection with good remis- 
sion is reported. A review of current literature is 
presented. 


BIBLIOGRAPHY 
1. Kenney, Thomas D., Hegsted, D. Mark, and Finch, 
Clement A.: The Influence of Diet on Iron Ab- 
sorption. I. The Pathology of Iron Excess. J. Exper. 
Med. 90: 137, 1949. 


More than 1,100 American county and state medi- 
cal societies now have “medical juries”-—grievance 
committees organized to mediate differences between 
doctors and patients. The accomplishments and aims 
of grievance committees are outlined in a special 
article and editorial in the April 5th Journal of the 
American Medical Association. 

Medical grievance committees are not really new. 
Since 1871 the committee on ethics and discipline 
of the Massachusetts Medical Society has been 
mediating the complaints of patients. What is new 
is the spread of the committees across the nation. 
During the last 10 years more than two thirds of the 
county societies and all the state and territorial as- 
sociation have organized them. 

Serving on these committees are between 5,000 
and 10,000 physicians who fearlessly “judge com- 
plaints routinely in the twin light of public interest 
and professional service.” 

On one hand a committee may rule in favor of the 
patient, saying, for instance, about the doctor in- 
volved, ‘Fee for prenatal visits considered exces- 
sive.” On the other hand, it may decide in favor 
of the physician. One example is that of the patient 
who protested that he was charged $40 for “just one 
office visit.” Investigation showed that, at his own 
request, the visit entailed a thorough examination 
including a fluoroscopic study, electrocardiogram, 
and extensive laboratory work. When he understood 
what the fee covered, he withdrew the complaint 
with apologies. 

The majority of complaints against docters are 
“due not to incompetence or greed but to misunder- 
which 
been dispelled quickly if there had been an oppor- 
tunity to determine the cause in frank discussion.” 


standings—misunderstandings could have 
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“So many complaints have been caused by a mis- 
understanding of the basis for a doctor’s fee that 
grievance committees spend a good deal of time em- 
phasizing the importance of discussing costs before, 
and itemizing bills after, medical service.” 

The A.M.A. has taken a double-barreled ap- 
proach on fees—urging doctors to discuss fees before 
service and calling upon state and county societies 
to crack down on the few doctors who have been 
overcharging. 

Most grievance committees do not mete out pun- 
ishment when they find a complaint justified. A 
Colorado spokesman has pointed out that “You can- 
not be prosecutor, judge, and jury all in one body.” 
When disciplinary action is needed, it is usually 
referred to the appropriate judicial body of the 
association. 

Most of the committees are composed of physi- 
cians only, but some include laymen—-lawyers, min- 
isters, and businessmen. Inclusion of laymen is still 
in the experimental stage, according to the A.M.A. 
Council on Medical Service. “But they may serve 
to strengthen community trust in the impartial atti- 
tude of the committee. However, one West 
Coast woman was quoted as saying, “In our com- 
munity we know the doctors are working to protect 
us, not other doctors’ careers.” 

One way to help the community know abcut the 
grievance committees is to publicize them. The 
Council on Medical Service has pointed out that the 
service “cannot succeed unless the public knows of 
its existence and understands how to use it.” 

The Journal editorial said the grievance com- 
mittee is “here to stay as an integral part of our 
profession. In the years ahead only technique may 
need refinement. .. .” 
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An Unusual Case 


NCREASING ATTENTION is being paid to 
of acquired afibrinogenemia and _fibrino- 
genopenia during pregnancy’ It has been estab- 
lished that this blood clotting defect is frequently 
associated with other clotting fraction abnormalities’. 
Most of the cases reported with acute hemorrhagic 
episodes have occurred during labor, at delivery, or 
in the immediate postpartum period!‘ 

Few cases of postpartal afibrinogenemia are re- 
ported*7, One theory regarding its cause involves 
the destruction of fibrinogen by a fibrinogenoly- 
sin!3_ Another involves the formation of small 
intravascular clots following infusion of intrauterine 
thromboplastic substances with resultant depletion 
of fibrinogen!", 

This report deals with a case of gastric hemor- 
rhage occurring on the fourth postpartal day in a 
secundagravida who had hepatitis and a dead fetus 
in utero for three days. After correction of the acute 
fibrinogenopenia, she developed a high antithrombin 
titre. 

This case is presented as another example of late 
puerpueral bleeding as a result of fibrinogenopenia 
and the possibility of other associated clotting de- 
fects. 


CASE PRESENTATION 


M. Y., a 32 year old para 1-0-1, gravida II, was 
admitted to the obstetrical service on March 30, 
1957, with a diagnosis of acute gastritis. Her ex- 
pected date of confinement was April 27, 1957. Her 
past history revealed that at an early age she had 
had scarlet fever and has had defective hearing since. 
Reportedly, she had hypothyroidism and had been 
taking a grain of thyroid daily. Her prenatal history 
and physical examination on March 6 were normal. 

The present illness began on March 16, with 
symptoms of indigestion and an upper respiratory 
infection. On March 20, the patient received her 
second poliomyelitis vaccination. On March 28, two 
days later, she was seen with complaints of general 
malaise, intermittent chills and fever, nausea and 


From the Department of Obstetrics and Gynecology, 
Wise Memorial Hospital, Wise, Virginia. 
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Postpartal Fibrinogenopenia 
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vomiting. At this time, a physical examination was 
essentially normal and her illness was diagnosed as 
a “viral influenza”. One dose of 25 milligrams of 
Thorazine was given as symptomatic treatment. Two 
days later, the patient was admitted from the emer- 
gency room where she complained of nausea and 
vomiting without diarrhea of four days duration. 
HospitaL COURSE 

On admission, the physical examination revealed 
an essentially normal intrauterine gestation of 30- 
32 weeks. 

From March 30 to April 3, she was treated con- 
servatively and symptomatically with improvement. 
On April 3, she developed an upper respiratory in- 
fection, herpetic perioral lesions and icteric sclerae. 
On April 4, generalized jaundice was noted. The 
liver was not palpable and there was but minimal 
right upper quadrant tenderness. Electrolyte studies 
were done daily and intravenous fluids given accord- 
ingly. On April 6, the fetal heart sounds were no 
longer heard. On April 8, the patient spontaneously 
delivered a macerated stillborn infant after a three 
hour labor, under pudendal block anesthesia. She 
sustained a second degree perineal laceration which 
was repaired without evidence of any unusual bleed- 
ing. 

The postpartal course was uneventful for three 
days. The patient improved and had increased urine 
output and no nausea or vomiting. The uterus re- 
mained well contracted and she had normal lochia 
rubra. 

On April 11, the fourth postpartal morning, she 
developed severe hematemesis, and went into shock. 
The blood loss was estimated at 1000 cc. A cut down 
was made and 500 cc. of blood rapidly infused. A 
fibrindex test* showed no clotting. The patient was 
given another unit of blood and then four grams 
of fibrinogen intravenously. Blood clotting checked 
by fibrindex and gross blood clot retraction had now 
returned to normal. The cut down was kept open for 
two days and the patient was given penicillin and 


*Ortho Pharmaceutical Company. Trade name for a 
Semi Quantitative Test for fibrinogen which involves 
essentially adding thrombin to plasma. 
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vitamin K, oxide. Thereafter, the fibrindex test 
continued to be abnormal, but the clot retraction and 
gross blood clotting were normal. On April 12, she 
received two grams of fibrinogen and one unit of 
fresh blood and on April 13, she received one gram 
of fibrinogen and one unit of fresh blood. 

Her clinical condition improved and the jaundice 
cleared rapidly. On April 22, a gastrointestinal 
She was 
discharged home on May 6, after continued improve- 
ment. 


series and barium swallow were normal. 


The patient was readmitted to the hospital, six 
weeks later on June 26, with symptoms of nausea, 
vomiting, myalgia, general malaise and apprehen- 
sion. She also had icterus. Treatment consisted of 
complete bed rest, a high protein, high carbohydrate 
diet, and vitamin therapy. She developed clinical 
jaundice without evidence of hepatomegaly and her 
total serum bilirubin ranged up to 10.1 milligrams 
per cent. The remainder of her laboratory studies 
were consistent with hepatitis. She continued to 
improve on bed rest and supportive therapy until the 
jaundice completely cleared and the serum bilirubin 
again ‘became normal. After continuous improve- 
ment, she was again discharged home on bed rest 
and chair rest. 


LABORATORY STUDIES 


After blood transfusion and fibrinogen adminis- 
tration, the daily clot retraction and clot stability 
were normal. Daily fibrindex tests continued to show 
evidence of fibrinogen deficiency. Repeated platelet 
counts, bleeding and clotting time determinations 
were normal. The prothrombin times (Quick, one 
stage) ranged from 25-15 with a control of 15. The 
initial serum bilirubin on April 4 was 10 milligrams 
per hundred cubic centimeters total and 6 milligrams 
per hundred cubic centimeter direct, increasing to 
a maximum of 25 and 13 milligrams per hundred 
cubic centimeters respectively on the eleventh of 
April, then gradually subsiding to normal in the 
next 30 days. Alkaline Phosphatase ranged from 
9.8 Shinowara-Jones units on the 7th of April to 
a maximum of 19.8 on the 20th of April and then 
returned to normal by the 29th of April. The pa- 
tient’s plasma and blood were checked for evidence 
of a fibrinolysin, fibrinogenolysin, and circulating 
anticoagulants on two occasions, and none was evi- 
dent. Her blood type was A, Rh positive. The Rum- 
pel-Leede and erythrocyte fragility tests were nor- 


*I wish to thank Dr. H. O. Singher of Ortho Research 
Foundation for his cooperation in doing these studies. 
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mal. The presence of an antithrombin factor was 
noted by assays* done on April 20 and on May 13, 
the day of discharge. Both showed high titres, with 
some improvement in the latter. Her fibrinogen level 
on discharge was 208 milligrams per hundred cubic 
centimeters. 

The laboratory studies during the second admis- 
sion were compatible with hepatitis. The alkaline 
phosphatase ranged from 16.8 Shinowara- Jones units 
on June 28 to 32 units on July 5, and then returned 
to normal by August 5. Total serum bilirubin ranged 
from 1.23 milligrams per hundred cubic centimeters 
to 10 milligrams on July 8 and then returned to 
normal range of 1.73 by August 17. The BSP test 
showed 70% retention on June 27 and returned to 
normal by July 15. Fibrindex tests persistently 
showed low fibrinogen levels. The antithrombin titre 
was still present on the day of discharge. 


DISCUSSION 


There are many facets to this case. The hepatitis, 
the dead fetus in utero for three days, an uneventful 
delivery followed in three days by an acute gastroin- 
testinal hemorrhage and shock. The following se- 
quence of events might explain the clotting defect. 
This patient had a subclinical hepatitis and then five 
days later developed jaundice. This left her liver 
with impaired fibrinogen production. The dead fetus 
in utero for three days added its insult, causing 
fibrinogen depletion, supposedly by infusion of 
thromboplastic substances’, When delivery oc- 
curred, there was no unusual bleeding because the 
critical fibrinogen level had not been reached. It 
is postulated that postpartally there was some in- 
creased tissue thromboplastic substance!-!-4-15 from 
the involuting uterus or a fibrinogenolysin™-8 caus- 
ing depletion of fibrinogen to a critical level. The 
resultant gastrointestinal hemorrhage occurred from 
a congested gastric mucosa, irritated by previous 
vomiting and wretching, secondary to the liver dis- 
ease. 

After the administration of fibrinogen, the bleed- 
ing stopped, but an antithrombin titre developed. 
This has been explained theoretically as due to the 
body’s reaction to the intravascular clotting or to the 
administration of fibrinogen’. 

This case illustrates the importance of determin- 
ing fibrinogen levels during pregnancy, especially in 
the presence of liver disease, the dead fetus syn- 
drome, and other conditions contributing to fibrino- 
genopenia. Other clotting defects such as antithrom- 
bin factors are possible and should be investigated. 
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SUMMARY 


A case of hepatitis with retention of a three day 
dead fetus in utero and late postpartal fibrino- 
genopenia with resultant gastrointestinal hemorrhage, 
shock, and the development of a high antithrombin 
titre is presented. Attention is called to the possi- 
bility of the many factors which might cause fibrino- 
genopenia: liver disease, a dead fetus, thromboplastic 
substance infusions and others. 

Fibrinogenopenia is not of necessity a condition 
which occurs at delivery or in the immediate post- 
partal period, but may occur later”, The possibility 
of antithrombin factors or other clotting defects 
should be kept in mind and investigated. 

It is logical and advisable to determine the fibrin- 
ogen level of every woman sometime during her 
pregnancy. This would serve not only as a screen 
for fibrinogen defects, but as a baseline for any 
clotting defects which might occur later in pregnancy. 
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To minimize pain and suffering from burns— 
which cause more injury and death among children 
than any other accident—parents need to know how 
to identify and treat them. 

Some rules, listed in the July Today’s Health, an 
American Medical Association publication, are: 

—Because youngsters grasp anything within reach, 
never allow conditions to exist which lead to acci- 
dents; keep matches from children; keep pots from 
the edge of the range, and keep youngsters from fires. 


Care of Burns 
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—Determine quickly the degree of burn—first de- 
gree, the skin is red; second, the skin is blistered; 
third, the skin is charred. 

---For first or simple second degree burns, coat the 
affected area with an antiseptic ointment or olive or 
baby oil. This relieves pain and prevents the skin 
from cracking and drying out. 

—For deep second and third degree burns, call a 
doctor immediately, since shock and infection may 
occur. A layman should not try to treat either. 
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of Paralytic Ileus 


UPTURE OF THE CECUM following me- 

chanical obstruction of the distal colon is un- 
common but not rare in the experience of most gen- 
eral surgeons. Ravid‘ reported 81 cases of diastatic 
rupture of the alimentary tract secondary to a distal 
obstruction, and 53.8 per cent of these occurred in 
the cecum. Lowman collected 79 reported cases of 
rupture of the cecum and added 19 cases from per- 
sonal experience. The mortality rate of Lowman’s 
series was 75 per cent, despite all forms of surgical 
and medical therapy. 

On the other hand, rupture of the cecum resulting 
from a paralytic ileus is extremely rare. In 1927, 
Hunt* referred to paralytic ileus as a “serious men- 
ace to life” if not relieved. He proposed the use 
of enterostomy, or preferably cecostomy, for relief 
in the “resistant case’. Cheever! several vears later 
advocated the “operative evacuation of the small 
intestine in paralytic stasis”. 

The paucity of recent reported cases of rupture 
of the cecum secondary to paralytic ileus is probably 
the result of Wangensteen’s® contribution in 1931 of 
the principle of alimentary tract decompression by 
the use of an indwelling tube. It is unusual for this 
method of decompression to be ineffectual, and even 
more unusual if it is used in conjunction with the 
administration of parasympathomimetic drugs. The 
occasional usefulness of operative intervention for 
decompression of the cecum in cases of paralytic 
ileus is also virtually unreported in the recent litera- 
ture. 


MATERIAL 

The present report is the result of an analysis of 
five cases observed at the Cincinnati General and 
the Veterans Administration Hospitals between 1955 
and 1958. Each of the cases was correctly diagnosed 
as one of paralytic ileus, and each had been given 
adequate trials of alimentary decompression by 
various types of indwelling tubes. Parasympatho- 
mimetic drugs were given in three cases as adjuncts 
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Cincinnati College of Medicine, the Cincinnati General 
Hospital, and the Veterans Administration Hospital, Cin- 
cinnati, Ohio. 


Vor. 85, SEPTEMBER, 1958 


The Efficacy of Cecostomy in Selected Cases 


B. NOLAND CARTER II, M.D. 
Cincinnati, Ohio 


to decomp-zession therapy in an effort to stimulate 


peristalsis. However, when these forms of therapy 


failed and the cecum continued to enlarge as noted 


by serial roentgenograms, a cecostomy was per- 


formed in each case. This was done as an emergency 


measure to prevent perforation of the progressively 


enlarging cecum and to prevent the almost fatal prog- 


nosis should perforation of the cecum occur. 


CASE REPORTS 
Case 1 (R. K. #314276). A 69 year old white 
male, admitted February 6, 1955, with a fracture 


of the right tibia and fibula. The fractures were 


reduced and the leg placed in a cast. The general 


Figure 1 


condition was otherwise satisfactory. On the fourth 
day following admission, abdominal distention de- 


veloped. Roentgenograms revealed a bowel pattern 
of paralytic ileus. A Levin tube was placed into the 


stomach without relief. Sigmoidoscopy and barium 


enema studies revealed no colon obstruction. Cantor 
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tube intubation and Prostigmin® therapy did not 
relieve the progressive distention. By the ninth day, 
serial roentgenograms revealed the cecum to be tre- 
mendously dilated. (Fig. 1) An emergency cecos- 
tomy was then performed under local anesthesia. 
On the anterior taenia, there were five areas of 
gangrene approximately 6 millimeters in diameter. 
One of these areas perforated as the cecum was 
exposed. The gangrenous areas were inverted and 
a mushroom catheter placed into the cecum. The 
cecum immediately decompressed to approximately 
one-half its previous size. The patient fully recov- 
ered, and the wound was healed when, three weeks 
later, he suddenly expired from a massive pulmon- 
ary embolus as found at necropsy. The cecal meas- 
urement at greatest diameter in Fig. 1 is 16.5 cms. 
Case 2 (D. C. #199-1-96). An 82 year old white 
male, admitted February 24, 1955, with an oblique 
fracture of the shaft of the left femur. After four 
days in traction, a Kuntscher nail was placed into 
the femur. The patient did well until the third 
postoperative day when abdominal distention was 


Figure 2 


noted. Roentgenograms revealed a bowel pattern 
characteristic of paralytic ileus. Small bowel intuba- 
tion, enemas, and Prostigmin® were without benefit. 
Sigmoidoscopy and a barium enema eliminated the 
possibility of an obstructive lesion in the colon. A 
serial roentgenogram taken on the fourth day of the 


492 


distention revealed the cecum to be markedly dilated. 


(Fig. 2) An emergency cecostomy was performed 
under local anesthesia. A 4 cm. tear in tue serosa of 
the anterior taenia, was found at operation. The 
cecum was decompressed approximately 60 per cent 
by a mushroom catheter, and the area of the serosal 
tear was repaired. The patient recovered fully. The 
cecal size in Fig. 2 is 17 cms. at its greatest diameter. 

Case 3 (S. S. #325390). An 85 year old white 
female was admitted January 11, 1956, from a rest 
home with marked abdominal distention of three 
days duration. The admission diagnoses were throm- 
bophlebitis of the left leg, dehydration, cardiac fail- 


ure, and paralytic ileus. Plain 


roentgenograms, 


Figure 3 


barium enema, and sigmoidoscopy confirmed the last 
diagnosis. Progressive distention continued in spite 
of intubation of the small bowel and enemas. By the 
third day of admission, serial films revealed a pro- 
gressive increase in the size of the cecum. (Fig. 3) 
An emergency cecostomy was performed under local 
anesthesia. Two small gangrenous areas were noted 
in the cecal wall at operation. The fibrers of the 
anterior taenia were also markedly stretched and 
the bowel wall was a dusky color in additional areas. 
Following partial decompression of the cecum at 
operation and inversion of the gangrenous areas, 
peristalsis returned within two days, and the patient 
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made an uneventful recovery. The cecal size in 
Fig. 3 is 12 cms. 

Case 4 (E. K. #14837). A 67 year old physician 
was admitted for closure of a perforated duodenal 
ulcer on May 22, 1957. The patient was ambulatory 
on the second postoperative day. He did well until 


Figure 4 


the ninth postoperative day, when marked abdominal 
distention developed. There was no evidence of peri- 
tonitis on examination. Despite gastrointestinal in- 
tubation and Prostigmin® therapy, the abdominal 
distention progressed. Sigmoidescopy and barium 
enema revealed no colonic obstruction. Serial roent- 
genograms revealed the cecum to be markedly dis- 
tended by the fourth day. (Fig. 4) A cecostomy under 
local anesthesia was performed. The wall of the 
cecum was dusky in color and very thin. No areas 
of frank gangrene were noted, however, and there 
Was no serosal tear in this case. The patient made 
an uneventful recovery. The size of the cecum in 
Fig. 4 is 21 cms. in diameter. 

Case 5 (E. H. #354897). A 60 year old colored 
female, admitted on March 3, 1958, with severe 
pneumonia of the right lower Icbe, toxic hepatitis, 
and marked abdominal distention. In spite of naso- 
gastric intubation, the abdominal distention increased 
progressively. Sigmoidoscopy and barium enema re- 
vealed no evidence of mechanical obstruction of the 
colon. On the third day after admission, a serial 
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roentgenogram revealed the cecum to be markedly 
dilated. (Fig. 5) A cecostomy was performed under 
local anesthesia. The cecum at operation was sim- 
ilar to that of Case 4. 
patient continued to follow « septic course from the 


Following operation, the 


Figure 5 


At the 
time of death, the cecostomy tube had been removed, 


pneumonia and expired two weeks later. 


and the distention had disappeared. The cecum in 
Fig. 5 is 20.5 cms. in diameter. 
RESULTS 

As noted from the case reports and from Table I, 
the immediate clinical results after cecostomy were 
good. In each case, the cecum was decompressed 
at the operating table, although not completely. In 
no instance did the cecum perforate following the 
operative decompression. This has been reported by 
some observers to have occurred following cecostomy 
for decompression in cases having a distal bowel 
obstruction. There were two hospital deaths of the 
five cases studied, but these deaths were not directly 
attributable to either the paralytic ileus or the use 
of cecostomy. 

DISCUSSION 

There can be no doubt that perforation of the 
cecum can and does occur as the result of progres- 
sive and unrelieved paralytic ileus. When increasing 
intraluminal pressure develops in the small and large 
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TaBLe I—Crcostomy ror PARALyTic ILEUS 


Clinical No. of Pre-Op. Condition of Post-Op. | End Result 
Case Age | Cause of Days of Size of Cecum at Result of | Following 
Tleus Tleus Cecum Operation | Cecostomy | Cecostomy 
I 69 | Trauma 9 16.5 ems. | Perforated Good Died of pulmonary 
embolus 3 weeks 
postoperatively 
II 82 | Trauma 4 17 ems. Serosal tear Good Recovered 
III 85 | Cardiac failure 3 12 ems. Areas of gangrene | Good Recovered 
dehydration 
IV 67 | Unknown 4 21 cms. Dusky color Good Recovered 
V 60 | Pneumonia 3 20.5 ems. Dusky color Good Died of pneumonia 
2 weeks postop- 
eratively 


bowel secondary to a paralytic ileus, the same phys- 
ical law of pressure transmission applies as when 
a distal mechanical obstruction is present. In ac- 
cordance with this law, the tensile strength of the 
wall of that organ having the widest diameter and 
the greatest surface area for a given length, will be 
exceeded first. In the same manner as when a distal 
obstruction is present, the tension on the wall of 
the cecum increases not in proportion to its radius, 
but by the square root of its radius. Diastatic per- 
foration, by definition, refers to a spontaneous rup- 
ture of a non-diseased hollow viscus which occurs 
from a prolonged unrelieved intrinsic lesion in the 
same viscus, at a varying distance from the undis- 
eased bowel. It is generally accepted that diastatic 
perforation of the cecum occurs from a combination 
of five basic mechanisms: (1) ischaemia of the 
bowel wall; (2) the action of bacterial toxins; (3) 
a competent ileocecal valve with formation of a 
closed loop; (4) reduced plasma proteins; and of 
most importance, (5) the presence of an obstruction 
distal to the area of perforation. 

Of the cases herein reported, there was no instance 
of distal mechanical] obstruction. Perforation of the 
cecum occurred in one case, however; the taenia of 
the cecum was split in another; areas of gangrene 
in the cecal wall were found in a third case; and 
the walls of the cecum were dusky in color in the 
remaining two cases. It seems reasonable, therefore, 
to assume that paralytic ileus may be added as a 
causative factor to the current definition of diastatic 
perforation, and may also be considered to be a sixth 
mechanism in the production of this type of per- 
foration. 

It is a difficult problem to determine when opera- 
tive decompression of the markedly distended cecum 
is necessary in a case with severe, progressive, para- 
lytic ileus. Lowman*, in his study of cases with 
distal obstructions of the colon, has proposed an 


494 


empiric cut-off point of cecal distention at 9 cms. 
as the point at which perforation is impending. In 
this type of case, the decision as to when operation 
should be performed presents little difficulty, because 
in every case of large bowel obstruction a proximal 
decompression procedure is indicated as soon as the 
diagnosis is made. 

Decompression of the cecum has no place in the 
treatment of paralytic ileus except in the selected 
type of case herein reported in an attempt to prevent 
perforation of the markedly over-distended cecum. 

The width of cecal distention of the cases in 
Table I and as depicted on the reproduced roent- 
genograms in Figures 1-5 was measured in centi- 
meters across the greatest transverse diameter of 
the cecum with the patient in the supine position at 
a focal length of 40 inches. The sizes of the dis- 
tended cecums ranged between 12 cms. and 21 cms. 

Although cecal measurements in this range are 
causes for concern, the chief factors to be considered 
in deciding for operative decompression of the cecum 
for paralytic ileus are as follows: (a) progressive 
enlargement of the cecum shown by daily roentgeno- 
grams; (b) failure of decompression of the distended 
cecum by intubation and drug therapy; and (c) a 
duration of distention over three days with the widest 
diameter of the cecum measuring 12 cms. or more. 

It should be emphasized that the additional mor- 
bidity of cecostomy in the ill patient, when performed 
under local anesthesia, is negligible when compared 
to the disastrous results of spontaneous perforation 
of the cecum. 


SUMMARY 


The mortality rate of reported cases having a 
perforated cecum is in the range of 75 per cent 
despite all medical and surgical therapy. That the 
cecum can perforate from a paralytic ileus is borne 
out by the case reports presented. Five cases under- 
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went emergency cecostomy for impending perforation 
of the cecum secondary to a paralytic ileus. The 
results are tabulated in Table I. It is proposed that 
paralytic ileus be recognized as an additional mech- 
anism in diastatic perforation of the cecum. The 
factors to be considered as indications for surgical 
decompression of the cecum in cases of paralytic ileus 


are discussed. 
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Air conditioning—custom tailored climate—means 
much more than mere cooling. Properly used, air 
conditioning implies year-round modification of 
humidity, air currents, and dust content of air as 
well as combating cold or heat, said an article in the 
July issue of Today’s Health, a publication of the 
American Medical Association. 


According to the author, J. C. Furnas, Lebanon, 
N.J., air conditioning “rescues hay fever sufferers 
from airborne pollen and keeps heart patients at 
recommended even, moderate temperatures.” It can 
“be distinctly ‘good for’ the healthiest . 
it takes much of the curse off the bullying heat and 


. . because 


smothering humidity of our temper-gnawing, energy- 
sapping summers.” 

In order to derive the full benefits from air con- 
ditioners, people must learn to keep windows and 
doors shut. The air conditioner is designed on the 
assumption that it alone will be processing vour 
indoor climate. ‘It needs no amateur help.”’ 

Most people agree that air conditioning is helpful, 
but ideas of temperature comfort can also vary among 
individuals. ‘‘Humidity itself rules out any possi- 
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Air Conditioning Is Healthy 
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bility of settling on an ‘ideal temperature’ for human 
beings.” 

A housewife who feels all right at 75 degrees with 
50 per cent humidity will swelter if it goes to 80 
per cent. Drop the humidity to 20 per cent and she 
will be chilled. This is a sound reason for keeping 
the doors and windows shut. “Letting in untreated 
outside air destroys the humidity-temperature bal- 
ance on which comfort depends.” 

Considerable debate still exists over the proper 
setting of the thermostat. In warmer parts of the 
country air-conditioned families often go for the 
fixed-level theory, ignoring outdoor conditions. The 
author recommends, however, a 15 degreesspread 
between the inside and outside temperature. “Thanks 
to the humidity angle, this 15 degree spread gets 
practically all the potential comfort out of home air 
conditioning.” 

With an efficient air conditioner keeping interior 
humidity at the proper 40-50 per cent level, even 80 
degree temperature indoors to match 95 degrees out- 
doors will not be at all oppressive. 

** It’s not the heat; it’s the humidity’ may be trite, 
but it’s the backbone of sound air conditioning.” 
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National Medical Foundation for Eye Care 


E BY NATURE tend to shy away from the 
discussion of subjects that are unpleasant. 
Up until two years ago this had been the philosophy 
of ophthalmology in socio-economic medicine. By 
that time it had become quite evident to even the 
most lethargic in our profession that the practice of 
medicine in our chosen specialty was under vital 
attack through propaganda and legislation by a non- 
medical group. Early in 1955, the Section on Oph- 
thalmology of the American Medical Association 
appointed a committee to make a study of this sub- 
ject in detail. The report of this committee was 
rendered at the Atlantic City meeting of the Ameri- 
can Medical Association on June 8th of that year. 
On the basis of this report several important and 
basic resolutions were adopted and approved by the 
House of Delegates. These resolutions were the 
subject of my discussion in December, 1955, when 
it was my privilege to address your society at its 
annual meeting in Richmond. 
Several important events have occurred since that 
date. The remainder of this talk will be an attempt 
to elucidate the most outstanding of them. 


The scientific field of ophthalmology has always 
been covered at the national level in an outstanding 
manner by the Section of Ophthalmology of the Amer- 
ican Medical Association, the Academy of Ophthal- 
mology and Otolaryngology, the American Ophthal- 
mologtcal Society, and the Association for Research 
in Ophthalmology. These organizations by the very 
nature of their charters, and rightly so, deal exclu- 
sively with scientific matters. Modern medicine is 
an interdependent blend of science, psychology, so- 
ciology and economics. If we fail to meet the chang- 
ing times in any one of these spheres, then our 
freedom to advance our science and render a greater 
service to the public to which we are dedicated is 
seriously jeopardized. In short, gentlemen, what 
would it profit us as a profession or the public inter- 
est in particular to spend 100 per cent of our time 
in improving our scientific knowledge and to neglect 
the socio-economic sphere while organized optometry 
through its state and federal legislative onslaughts 
strips us of the right to use such knowledge to the 


Presented before the Virginia Society of Ophthalmology 
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best interest of the public. Prior to the organization 
of the National Medical Foundation for Eye Care 
at the Academy meeting in Chicago in October, 1956, 
there was no organization in existence to deal with 
these vitally important socio-economic problems al- 
though the need for such had existed for a long time. 

The American Optometric Association at its 
Seattle, Washington, meeting in June, 1954, finally 
became bold enough to publicly state its official 
policy and I quote, “It is the stated policy of the 
American Optometric Association in convention as- 
sembled that the field of visual care is the field of 
optometry and should be exclusively the field of 
optometry. Throughout the years the optometry laws 
of the several states have granted exemptions to 
certain groups and classes. Resolved that the indi- 
vidual state associations are recommended to make 
serious study of the optometry laws prevailing in 
their states to the end that exemptions be restricted, 
limited and ultimately eliminated.” 

Optometry had been pursuing a course in that 
direction for several years prior to making this an- 
nouncement. The only surprising thing about this 
is that they were willing to admit their objectives, 
something they had heretofore made considerable 
effort to conceal. These resolutions fulfill a useful 
purpose insofar as the medical profession is con- 
cerned because they served to dispel any remaining 
doubt from the minds of some as to the intent of 
official optometry. 

Although the National Medical Foundation for 
Eye Care officially had its genesis at the Academy 
meeting in Chicago in October, 1956, the idea for 
such an organization was born at the American 
Medical Association meeting in Atlantic City in 
June, 1955, when it became apparent that none of 
the existing ophthalmological societies was equipped 
to deal with this dangerous problem. In setting up 
the Foundation it seemed logical to utilize the enor- 
mous experience that the original American Medical 
Association committee has acquired on this subject. 
Therefore, the original Board of Trustees was com- 
prised largely of the members of that committee and 
they are: Dr. Alson E. Braley, Iowa City, Iowa; Dr. 
Paul A. Chandler, Boston, Massachusetts; Dr. Fred- 
erick C. Cordes, San Francisco, California; Dr. J. 
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Spencer Dryden, Washington, D. C.; Dr. Harold F. 
Falls, Ann Arbor, Michigan; Dr. Everett L. Goar, 
Houston, Texas; Dr. Erling W. Hansen, Minneap- 
olis; Minnesota; Dr. Charles E. Jaeckle, East 
Orange, New Jersey; Dr. A. D. Ruedemann, De- 
troit, Michigan; Dr. Ralph O. Rychener, Memphis, 
Tennessee; Dr. Barnet R. Sakler, Cincinnati, Ohio; 
Dr. Edwin Forbes Tait, Norristown, Pennsylvania; 
and Dr. Derrick Vail, Chicago, Illinois. 

Under the most capable chairmanship of Dr. 
Ralph O. Rychener, this board has had several 
meetings during the past year to conduct the enor- 
mous volume of business of the Foundation. These 
meetings usually last two days and the attendance 
has been excellent. When men of this calibre are 
willing to give so much of their time and talents 
and often travel great distances on behalf of the 
Foundation, it fully demonstrates that in their minds 
the future of ophthalmology is in jeopardy. The ob- 
jectives of the Foundation have been published in 
its basic brochure from which it is clear that its 
primary objective is to inform the profession and 
the public on the essentials of good medical eye care. 

The Foundation has also published a pamphlet 
titled “What Is An Ophthalmologist ?” This contains 
a definition of an ophthalmologist, an optician, and 
an optometrist. It is evident that there existed a 
great need for this kind of information since a 
quarter of a million of these have already been re- 
quested and distributed. The third and most impor- 
tant publication thus far is the monograph titled, 
“Medicine, Optometry and Public Welfare.” This 
constitutes primarily a report to the medical profes- 
sion but is designed to provide basic information in 
documented form for use by anyone who is concerned 
with the special problems or issues involving opto- 
metric and ophthalmological relations. This first 
major report covers three topics: 1. A discussion of 
the reasons why the teaching of optometrists by 
medical men is unethical; 2. A review of recent 
public activities and pretensions of optometry; 3. A 
discussion of the subject of patient referrals by 
optometrists. 

The Foundation has in preparation further major 
reports on such topics as: 1. The history and present 
status of optometric education; 2. A study of the 
institutional accrediting agencies, particularly in con- 
nection with schools of optometry; 3. A history of 
refraction and the evolution of optometry as a tech- 
nical group; 4. A guide for physicians in their rela- 
tions with optometrists; 5. A study of ancillary per- 
sonnel in the ophthalmological field; 6. A summary 
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of union plans for eye medical care. 

In addition to these formal publications, the 
Foundation has issued several news letters to the 
profession to keep our members and prospective 
members informed of the Foundation’s progress and 
of the special situations with which we have been 
dealing. One such special situation was the effort 
of organized optometrists in the South to persuade 
the Southern Regional Education Board that it 
should support proposals to provide more educational 
facilities for the training of optometrists in the South 
with subsidies from public funds. A request was 
made by the Regional Board to the American Medi- 
cal Association for a recommendation on this im- 
portant matter. This request was in turn referred 
to the Foundation and an exhaustive and factual 
study of this question and the existing situation was 
prepared and widely circulated through the South 
among medical and related groups. 

This was directly instrumental in stimulating 
many medical and other agencies in the South to 
endorse the Foundation’s views and to auger the 
futility of the proposals which were made by official 
optometry to the Southern Regional Education Board. 
It is indeed a pleasure to be able to report that the 
Regional Board, on September 21, 1957, unanimously 
voted to act in accordance with the Foundation’s 
recommendations. 


To give the Foundation a broader representation, 
to provide opportunity for greater numbers of its 
members to participate in its affairs and to give us 
eyes and ears in every part of our country, the Foun- 
dation has organized a group of some one hundred 
and fifty key men from every state in the Union. 
These key men are rendering a vital service to the 
Foundation, particularly in dealing with legislative 
matters. 

A classical example of this occurred this past 
summer when those men rendered such valuable 
service in helping the Foundation develop its oppo- 
sition to Section 5 of H.R. 6719 before the Veterans 
Affairs Committee of the United States House of 


Representatives. This legislative attempt by op- 
tometry is so typical of its tactics that it justifies some 
detailed discussion. 


The so-called rider method of legislating has long 
been used by certain groups to pass bills that will 
not stand on their own merits. The technique is 
simple. Select a popular bill that is sure to be 
enacted and tack on a rider or section containing the 
desired proposal in the hope that it may ride through 
unnoticed or be steered through by a chosen com- 
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mitted legislator. Optometry has had considerable 
experience and on occasions been successful in this 
type of legislating. 

Using this technique in 1950, optometry slipped 
a clause in the Social Security Act, Public Law 734, 
which made it binding on the states to accept the 
opinion of optometrists not only as to the existence 
of blindness and its cause but also whether or not 
it may be alleviated by medical or surgical treatment. 
As a result of this legislation many who could be 
rehabilitated by surgery are unwittingly being paid 
a blind pension. Once on the statute books, it is 
exceedingly difficult to remove. This is another of 
the objectives of the Foundation. 

Now, getting back to H.R. 6719, this is a very 
popular and much needed piece of legislation. It 
is designed to increase the pay of physicians and 
dentists in the Veterans Administration. It is almost 
certain to pass. Optometry, through its lobbyists, 
has tacked on a rider known as Section 5, which 
simply states that the word “optometrist” would be 
included in each and every place where the words 
“physician” and “dentist” appeared. Hearings were 
held before the subcommittee of the Veterans Affairs 
Committee on June 12, 1957. The Veterans Admin- 
istration, which has to administer this law, testified 
against Section 5 on the grounds that they had no 
difficulty in obtaining all the optometrists they 
needed at the present pay schedule. Dr. Jaeckle and 
I presented the Foundation’s views in opposition to 
Section 5 on the obvious grounds that optometrists 
were not professional equals of physicians, could not 
render a comparable service and therefore not en- 
titled to comparable standing. To force the Veterans 
Administration to accept this equal status would tend 
to drive physicians out of the Veterans Administra- 
tion instead of attracting more into it, thus defeat- 
ing the very purpose of the bill. We also pointed out 
that to increase the pay by 300 per cent for one 
group of technicians from among the many groups 
employed by the Veterans Administration, who often 
render a much more needed service, would create a 
very undesirable morale problem among the more 
important medical and dental technicans. 


After hearing the testimony the subcommittee, 
made up of seven representatives, voted to remove 
Section 5. A few days later the full committee of 
twenty-five representatives met and broke precedent 
and reinstated Section 5 into the bill by overriding 
the recommendations of the subcommittee, who had 
heard all the testimony. In the closed session of the 
full committee one committed legislator was able to 
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influence the votes of enough of those eighteen mem- 
bers who had heard no testimony to reinstate Sec- 
tion 5 in the bill. This points up the problem we 
have to face and gives our all important key men 
another chance to exercise their new-born strength 
since the bill will become active again with the open- 
ing of the Second Session of the 85th Congress on 
January 7, 1958. 

Proposed changes in optometric laws are intro- 
duced in many states and the District of Columbia 
every year. These legislative sputniks may differ 
slightly in their wording but it is of interest to note 
that they all fall within the pattern of the resolution 
of the American Optometric Association as pre- 
viously quoted. They usually begin by declaring 
optometry to be a learned profession and proceed to 
define optometry to include everything from reading 
a Snellen chart to orthoptics plus a few vague and 
indefinable terms such as “all preventive or correc- 
tive optometric methods and analyses of ocular func- 
tions.” After this sphere of optometry has been 
defined to include every non-surgical procedure 
normally performed in an ophthalmologist’s office, 
these legislative proposals will then exempt physi- 
cians; however, in some cases only certain classes 
of physicians, but in no case will it exempt the 
physician’s ancillary personnel. 

Under such a law the physician’s nurse would be 
practicing optometry if she took a visual acuity or 
did a visual field and would be subject to prosecu- 
tion by the Board of Optometry. Orthoptic techni- 
cians and those who assist physicians in contact lens 
work would likewise fall into this trap. This clearly 
illustrates what the American Optometric Associa- 
tion meant by “limiting the exemptions”. Once this 
has been achieved then they can “ultimately eliminate 
the exemptions”. This of course means that the 
physician will no longer be allowed to practice med- 
ical ophthalmology including refractions. 

When one pauses to contemplate that the pro- 
ponents of this kind of legislation are financed by 
an annual income exceeding one million dollars 
derived from a check off of one per cent at the 
wholesale level on the optical material they dispense, 
this picture becomes alarming. Is there any wonder 
why so many ophthalmologists across the entire 
country have come to recognize this menace to the 
future of their profession. When Dr. Rychener so 
clearly stated this situation before some 600 mem- 
bers at the Academy meeting in Chicago in October, 
1956, better than ninety per cent of them became 
charter members of the National Medical Founda- 
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tion for Eye Care forthwith. This membership has 
grown to some 1700 members during the past year. 
Although this is a very impressive beginning, the 
Foundation must double its membership this year in 
order to fulfill its mission. This should not be dif- 
ficult from a potential membership of some nine 
thousand. It can be done if every present member 
will spread the message to his colleagues because it 
has been demonstrated time and again that we only 


Being an executive doesn’t necessarily mean that 
you have high blood pressure or hardening of the 
arteries. In fact, a recent five-year study of more 
than 2,000 individuals showed that executives had 
less hypertension and arteriosclerosis than did nen- 
executive office workers of comparable sex, age, and 
work environment. 

The study, reported in the June 19 Journal of 
the American Medical Association, was made by 
Dr. Richard E. Lee, New York Hospital-Cornell 
University Medical College, and Dr. Ralph E. 
Schneider, New York University College of Medi- 
cine. 

The authors defined an executive as a person deal- 
ing with policy formation and implementation. The 
1,171 male executives studied ranged from “top 
executives” (board directors, corporate officers, and 
general managers) to “minor executives” (division 
heads, auditors, and others of lesser rank than de- 
partment heads). 

Also studied were 1,203 nonexecutives, of whom 
563 were women. They included stenographers, sec- 
retaries, clerks, assistant supervisors, and supervisors. 

Of the executives, 12.3 per cent had some type of 
high blood pressure, as did 15 per cent of the male 
nonexecutives over 40 years of age. Arteriosclerosis 


of some type was found in 7.8 per cent of the execu- 
tives and 15.4 per cent of the nonexecutives. 

No significant relationship was found between the 
incidence of heart attacks and the level of business 
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Executives and Nonexecutives and Vascular Disease 


need to get a hearing for our case to gain a convert 
to our cause. This is equally true on the floors of our 
state legislatures and in Congress- and since our 
objectives and the public welfare are the same we 
cannot fail in this cause. 


1835 Eye Street, Northwest 
Washington, D.C. 


responsibility. 


Heart attacks occurred in 3.7 per 


cent of executives and 5.1 per cent of the nonexecu- 
tive males over 40. 

Among the reasons suggested by the doctors for 
the less than expected rate of executive vascular dis- 
ease is that these men have learned the value of 
“escape valves” and the need for outside avenues of 
expression, such as hobbies. 

“The lack of an increased incidence of hyper- 
tension among executives as a ‘stress’ phenomenon 
further emphasizes the importance of reaction by the 
individual to his environment rather than the phys- 
ical and intellectual demands of that environment 
per se.” 

“Stress is a relative and a subjective matter. When 
the inherent capacities of the individual to perform 
fail to measure up to the demands of his world, 
the harmonious balance between the subject and his 
environment is disrupted and a stress reaction takes 
place.” 

This occurs, “regardless of whether the factor in 
the external environment is a speedily approaching 
deadline for a frantic technical assistant or the 
threatened failure of a large business venture for the 
director in charge.” 

In conclusion, the authors wondered if “at least 
a part of the recent emphasis on dangers of executive 
life to the vascular system may be based more on 
knowledge of the exceptions rather than of the rule.” 
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Myelocytic Leukemia 
Tem Therapy of 335 Cases 


HE LEUKEMIAS are among the most respon- 

sive of all neoplastic diseases.1 The 335 cases 
of myelocytic leukemia on triethylene melamine 
therapy tabulated in this review of the medical liter- 
ature for the years, 1949-56, do not cover the sub- 
ject, for 11 of the 60 references do not give the 
number of patients treated. The number of recorded 
remissions also exceeds the 196 indicated in Table I, 
for 16 of the clinical reports fail to state the number 
of remissions observed. When the data are calculated 
on the number of articles which give both the num- 


Taste I 
TEM Tuerapy or Myeocytic LEUKEMIA 
No. of 
Refs. Not Remis- 
No. of No.of Chronic Remis- Giving sion 
Refs. Cases Cases Cases sions Rem. Rate 
60 335 290 44 196 11 66% 


Acute 


JOHN R. SAMPEY, Ph.D. 
Greenville, South Carolina 


ber of patients treated and the remissions noted the 
rate is 66% on TEM therapy. This is a little lower 
than that recorded ‘in 471 cases of lymphocytic leu- 
kemia.' 

Chronic myeloid leukemia was much more re- 
sponsive than acute myeloid leukemia to TEM man- 
agement, although the latter had more remissions 
than acute lymphocytic leukemia. Not all clinical 
reports differentiated between the acute and chronic 
forms. 

Table II gives a more detailed account with brief 
notations on the degree of remissions observed on 
TEM therapy. 

The original literature has been made available 
by the National Library of Medicine, and the li- 
braries of Furman University and the Greenville 
General Hospital. 


TABLE II 


MANAGEMENT OF Leukemia With Tem 


Remissions 


Chronie 


COMMENTS ON THERAPY 


| References 


Good clinical and hematologic remissions. 
17 Good, 6 fair hematologic remissions in chronic. 


Good remissions to 8 months. .. 


Good but brief remissions. 


9 acute for 22 days 


in chronic. 
Good remissions. ; 
4 Excellent, 2 fair responses. 


of over | year. 


depression 
Improvement 
Fair remissions. 


4 Slight remission 
| 6 | Remarkable improvements. . 


1. Sampey, J. R., J. So. Car. Med. Assoc. 53, 202 (1957); ibid. 54: 53 (1958); 
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7 of 8 given TEM, orally had remissions to 10 months, 2 of 5 given ‘TEM | 
intravenously had remissions to 3 months. , 


Good remissions of 2 weeks to 8 months in chronic. 
} | Clinical and hematologic remissions of 2 weeks to 14 months........ 
Brief remission in 7 of 12 myeloblastic and lymphoblastic leukemias 
; | 2 Complete clinical and hematologic remissions and 4 partial to 2 years 
2 acute had some remission... & 


3 Remissions of 6 weeks to6 months, 1 of 6 months to 1 year, 2 remissions 


5 | 1 Good, 4 fair hematologic remissions. .. : 
2 Remissions for 20 days, 3 for 30 days, but 1 had severe bone marrow 


| Some remissions ‘but not as good a: as in 1 ly mphoeytic.. 


Heilmeyer, 1954 
Bond, 1953 
| Bond, 1952 


2 fair in acute. .’ 


| Karnofsky, 1951 
Ohta, 1954 
Some remissions in | 
| Meyer, 1952 
Ritz, 1952 
Beyers, 1952 


Marmont, 1954 (2) 
Kravitz, 1952 (1) 
Kravitz, 1952 (2) 


Gillhespy, 1954 
Gigante, 1954 


Yanguas, 1955 
Schwartz, 1952 
Paterson, 1953 
Haehner, 1954 

Rundles, 1952 

Milic, 1954 


Am. J. Surg., In Press. 
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| 
26 | 25 
13 |....| 13 | 9 
10 |... | 10 
i 18 9 | 9 | 
| | 
| 
| 8| 6 
| 
|| 


TABLE II—Continvep 


Cases 
Chronic 


Remissions 


CoMMENTS ON THERAPY 


References 


Wwe ww 


6 6 

6 6 

5 5 

5 5 

5 | 5 

4 | 4 

4 | 4 

4| 4 

4; 1) 3) 

412] 2 
| 

3 | 

3} 2] 

3 | 

3| 2] 

3 1 

2 

2 

2; 2 

: } 

2|....| 

} 

1 

1 

1 | 

1) 

1 | 

1 | 

1 


ore Or 


i) 


w 


bo bo be 


| 1 Notable improvement, 3 good hematologic, | fair. . 


Some remissions in 4 cases................. 
Good remissions for 2 months............. 
Good response. . 

1 Excellent, 3 good remissions. 

Some improvement............ 

Brief hematologic remissions. 


| Poor response in acute myelomonocytic leukemia 


Response in myeloid not as good as in lymphoid 


sponse in acute myeloid leukemia. . 
Satisfactory remissions 


| Fair remissions not as good as nitrogen mustard 


Subacute had complete remission, chronic had partial 

Good remissions.......... 

Little improvement. . 

1 Complete, 1 partial remission in chronic, 
Fair remissions. 

Appearance of mitosis in blood in therapy 
Fair remissions in subacute cases. 

Fair response. . 

Brief clinical and hematologic r remissions 


and no response in acute 


| Good remissions, better than with urethan or x-ray 


Partial remission 
Early resistance developed. . 
Fatal bone marrow depression developed 


| Hematologic remission for 1 month. 
| Fair remission. 

| Fair remission. 

| Some improvement 


Fair remission in 52 cases Hodgkin’ s disease and chronic leukemias 

TEM considered a dangerous drug... 

Better remission with lymphatic leukemia 

34 Hodgkin’s disease and leukemias. Some clinical response in myeloid 
leukemia. .. . 

Some remission in 10 of 16 chronic leukemias 


| Some response in both chronic and acute cases 


Best results with chronic myeloid leukemia out of 75 cases of ly mphomas 
and leukemias. : 
Good remission in chronic leukemias 
Little effect on chronic or acute. . 


| Chronic responded but acute was contraindicated 


Brief, partial remissions in chronic 


Arrau, 


Asua, F. J 
Beyers, 


Brugsch, 


Garcigqa, C. 


(1954). 


E.: 


Alpert, ie K.: J. Clin. Invest. rf 614 (1952). 
M. 
90.5 (1955). 


| Lenti, 1954 


Rottino, 1952 


| Gareiga, 1953 
| Marmonte, 1954 


Arrau, 1955 
Hall, 1952 


| Rhoads, 1950 


Silverberg, 1952 


| Winkler, 1954 


Not as good remissions in chronic my eloid as in lymphoid, and no re- | 


Asua, 1955 

Cavit Sokmen,"1954 
Colarusso, 1952 
Dubois-Ferriere, 52 
Hansen, 1952 


Lenti, 1953 
Storti, 1954 


Wright, 1955 
Bock, 1953 
Brugsch, 1954 
Dubois-Ferriere, 
Haga, 1953 
Linke, 1953 
Neumann, 1952 
Klima, 1953 
Lattanzi, 1949 
Slipyan, 1953 
Stich, 1955 
Wright, 1952 
Wright, 1950 
Koyama, 1953 
Alpert, 1952 
Ceresa, 1954 
Introzzi, 1953 


1953 


Karnofsky, 
Meyer, 1951 
Pavlovsky, 


1953 
1953 


Romeo Orbegozo, 1953 
Rosenfeld, 1955 
Shimkin, 1955 

Wintrobe, 1954 
Rosenthal, 1952 
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The National Foundation 


The National Foundation for Infantile Paralysis 
has dropped the reference to a specific disease in its 
title and will be known in the future as The Na- 
tional Foundation. 


Projected plans center on the development of an 
organized voluntary force in the fields of medical 
research, patient aid, and professional education, 
flexible enough to meet new health problems as they 
arise. 

The first new goals will be research and eventually 
a patient aid program in arthritis and congenital 
malformations. Virus research will be continued and 
expanded as will the investigations currently being 
conducted into the disorders of the central nervous 
system. 


No attempt will be made to duplicate the work of 


other voluntary agencies, Basil O'Connor, President 
of the organization said, although as scientific break- 
throughs occur they will be pursued wherever they 
lead, with the general objective the improvement of 
man’s health. 

All five areas of the expanded program will be 
financed through the traditional March of Dimes 
conducted annually in January. 

The new program was adopted after five years of 
exhaustive investigation of areas of need in the health 
field and careful assessment of the strengths of the 
National Foundation that could be applied to other 
problems. Conferences were held with medical, civic 
and governmental leaders, as well as with represen- 
tatives of National Foundation Chapters from all 
regions of the country. The Board of Trustees ap- 
proved the program on May 28, 1958. 
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Public Health.... 


Safety Services in the Event of a 
Radiation Incident 


(Knowledge every physician should have) 

Although the age of the atom is in its infancy, 
man already is realizing the tremendous benefits 
from the peace-time applications of this vital new 
force. Nuclear energy has made possible rapid ad- 
vancements in medicine, agriculture, industry, and 
basic research, and its uses are being expanded and 
improved constantly. Atomic energy has been com- 
pared with electricity or fire and this comparison 
is useful in a discussion of safety. Both electricity 
and fire are useful servants but they can be lethal 
unless proper precautions are taken. The same is 
true for nuclear energy and man must learn to use 
this additional power with safety. As a natural out- 
growth of increased participation in programs call- 
ing for the use of atomic energy by both public and 
private organizations, more nuclear materials are 
being handled by more people throughout the coun- 
try. Attention has been given to training these people 
in the proper handling of the materials with which 
they are dealing. 

The United States Atomic Energy Commission 
takes great pride in its safety record and the Com- 
mission expects to keep its fine record intact. Be- 
cause the nuclear energy field is broadening and 
because the Commission is charged with assuring 
protection for the public against radiation, the agency 
has launched a program to acquaint state and local 
officials with the radiological services it is prepared 
to offer in the event of a significant nuclear incident. 

Such an incident may result from losing or mis- 
placing an isotope or other radioactive material, from 
the capsule coming apart and spreading the radio- 
active material, from accidents in transportation 
causing the radioactive material to be spread on the 
highway, to be carried to water, to pollute the air, 
or to contaminate food. Another incident might be 
the loss of a nuclear weapon from an aircraft, re- 
sulting in its fall to an area with or without explo- 
sion. Such an incident occurred in South Carolina. 
Reactors may cause incidents as the result of fire 
or “run away”; in the latter case pollution of the 
air may follow. England had a reactor incident 
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that spread contamination over an area of 150 miles. 

The manager of the Oak Ridge Operations, S. R. 
Sapirie, says: “Because of the many safeguards 
which have been established by the State and Federal 
governments, we believe that the probability of a 
serious incident involving radioactive materials or 
radiation is remote. However, we recognize our 
responsibility to ameliorate any possible hazard to 
the health and safety of the public.” 

Virginia has 104 licensees for the use of radio- 
active materials. Hospitals are largely in the ma- 
jority of those using these materials. There is one 
reactor for study and research in medical and other 
sciences in the State, at the University of Virginia. 
There is one manufacturing firm in Lynchburg li- 
censed to handle radioactive materials. In every 
instance the Atomic Energy Commission distributes 
radioisotopes only to personnel who are thoroughly 
trained in the use and handling of such materials 
and can thereby exercise control and ensure that 
proper safety methods are observed. 

In the event of a nuclear incident there would 
be need for specialized personnel who are equipped 
to monitor radioactive materials, to inform local 
officials and physicians if any hazard exists, and to 
suggest steps necessary to protect the public. The 
Atomic Energy Commission has for some time had 
in readiness such experts who can at a moment’s 
notice go to any locality needing them. The Com- 
mission can send such help only on request and the 
request should be made through proper local or 
State officials. The State Department of Health is 
one such State group through which assistance may 
be requested. The teams, which would be furnished 
immediately on completion of such request, would 
include scientists, engineers, and physicians, as ap- 
propriate. These experts would be drawn from the 
staffs of the Commission and its major contractors. 

The Atomic Energy Commission has divided the 
country into several areas. Virginia is in an eight- 
state area embracing Arkansas, Kentucky, Louisiana, 
Mississippi, Missouri, Tennessee, Virginia and West 
Virginia. The services of the Oak Ridge Operations, 
with headquarters in east Tennessee, have been made 
available for this area. 


It is probable that in the event of a radiation 
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incident any private physician might be called on 
for his services or advice. It is, therefore, highly 
important that all physicians be prepared to render 
assistance and to know where to request special 
assistance. In case of a radiation incident the fol- 
lowing should be done: 
1. Keep people away 
Put out fire 
Take care of the injured 
If a liquid has been released, try to dam it and 
prevent it flowing; particularly, keep it out 
of streams 
See that the Atomic Energy Commission is 
called if it is apparent that such help is needed 
Call them through official agencies of the 
State; the State Department of Health is one 
such agency. Telephone Richmond, MIIton 
4-4111, extension 2863, the Commissioner; 
2865, Health Education; 2874, Local Health 
Services; or 2377, Sanitary Engineering. 
should be remembered that the team from the 


Atomic Energy Commission can come only to render 
assistance, to help, and that, in themselves, they have 
no legal authority or police powers. If such authority 
is needed to control the situation, it must be sup- 
plied locally through sources that have been granted 
such powers. 


MonTHLY REeEporT OF BUREAU OF COMMUNICABLE 
DIsEASE CONTROL 
Jan.- Jan.- 
July July July July 
1958 1957 1958 1957 
Brucellosis 5 13 17 
Diphtheria 13 12 
Hepatitis 163 286 
Measles 20701 4609 
Meningococcal Infec. 56 47 
Meningitis (Other) : 115 200 
Poliomyelitis 26 26 
Rabies (In Animals) is 200 
Rocky Mt. Spotted Fever 18 22 
Streptococcal Infec. __- 46380 
Tularemia 25 19 
Typhoid Fever —_ 17 26 


Heart Sounds Over Telephone 


A new device that accurately and easily transmits 
heart sounds and electrocardiograph readings over 
the telephone is described in the July 26 Journal of 
the American Medical Association. 

The new apparatus “seems to solve most of the 
problems” which have interfered with telephone con- 
sultations between heart specialists, according to Dr. 
E. Grey Dimond, Kansas City, Kan. 

Practical usefulness of telephone consultation pre- 
viously has been limited by the bulkiness of the 
equipment, by the necessity of some electrical con- 
nection between the patient, the electrocardiograph, 
and the telephone, and by the need for special permis- 
sion from the telphone company for connection and 


transmission. The new device, developed at the car- 
diovascular laboratory of the University of Kansas 
Medical Center, overcomes these problems. 

The five-pound transistorized unit is attached 
directly to the patient by standard lead wires and 
placed adjacent to the mouthpiece of the telephone. 
The electrocardiograph signal is picked up by the 
phone and no wire connections is needed. At the 
receiving end, a similar unit takes the information 
from the telephone and carries the signal to any 
standard electrocardiograph machine. In addition, 
with a standard heart-sound microphone heart tones 


and murmurs can be transmitted by the apparatus. 


MepicaL MonTHLY 


Mental Health.... 


Rehabilitation of the Mentally 
Handicapped 


Rehabilitation of the mentally and emotionally 
disabled is essentially a new trend in general social 
action and public health. Two recent developments 
were responsible for this increased interest: the in- 
fluence of the war, and the enactment of the Barden- 
La Follette amendment to the Federal Vocational 
Rehabilitation Act in 1943. Prior to this amendment, 
the Federal program did not make provisions for 
mental and emotional disorders as a separate dis- 
ability. Clients were accepted on the basis of a 
physical disability only. Therefore, the only way 
possible to receive services for a mental or emotional 
handicap was if it were secondary to a physical 
disablement.® 


DEFINITION OF TERMS 

The term “mentally handicapped” as referred to 
in this paper shall mean those persons who are either 
mentally retarded or mentally deficient. 

It is necessary here that we differentiate between 
the terms mental retardation and mental deficiency, 
for these are not synonymous terms. Doll defines men- 
tal deficiency as: “(1) social incompetence, (2) due 
to mental subnormality, (3) which has been develop- 
mentally arrested, (4) which obtains at maturity, (5) 
is of constitutional origin, and (6) is essentially 
incurable”. This intellectual defect is a reflection 
of an impairment of the central nervous system, which 
is essentially incurable. It will be a condition exist- 
ing either from birth or shortly thereafter, and one 
which will always require assistance and supervi- 
sion. 

Mental retardation, on the other hand, refers to 
individuals who, for temporary or long-standing rea- 
sons, function intellectually below the average of 
their peer groups, but whose social adequacy is not 
in question; or, if it is in question, there is the like- 
lihood that the individual can learn to function 
independently and adequately in the community. 

Thus, we can distinguish between the two terms 
by saying that the mentally retarded individual only 
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requires temporary specialized assistance, whereas 
the mental defective will always require it. This dis- 
tinction is important in terms of job placement, as we 
shall later see. 


ELIGIBILITY 

The determination of eligibility particularly re- 
quires the services of qualified and skillful psycho- 
logical and medical examiners who must provide the 
agency with objective evidence by which to show that 
without our efforts the individual would be unable 
to adjust to an adequate job situation. It is also part 
of the examiners’ function to determine why the 
individual does not or probably will not adjust— 
why he can not get an adequate job or hold one after 
he gets it. 

Some kinds of evidence that show that the indi- 
vidual needs our assistance is shown in the follow- 
ing examples: 

1. The individual cannot get an adequate job. 
He does not know how and where to apply and may 
not know how to reach places of employment. Per- 
haps he is timid and fearful and unable to express 
himself clearly. He will not make a good impres- 
sion on a prospective employer. He may need help 
in filling out the application forms and be afraid 
to ask for assistance in completing them. Once he 
has had such an experience, he may avoid the ordeal 
entirely and cease trying to find a job. 

2. Assume that the individual has obtained a job. 
He has difficulties in learning what is expected of 
him because he may not understand oral or written 
directions. He may have difficulty in comprehend- 
ing the special trade vocabulary, or in remembering 
directions and the sequence of directions. He has 
not acquired basic social skills and attitudes that 
are necessary for success on a job, such as habits of 
promptness, neatness, courtesy, and respect for his 
employer and his fellow employees. As a result of 
his short-comings, the individual has also become 
discouraged, feels inadequate, and is less successful 
than he otherwise could be. He is discharged, or he 
quits, perhaps after only brief acquaintance with the 
situation which to him appears exceedingly trying 
and complex. 

3. The individual has genuine difficulties in 
learning the job operations. For this reason, he may 
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need to have more time spent with him in actual 
demonstration of processes. Perhaps the job requires 
some small academic function of which he is not 
capable, or perhaps the individual has some manipu- 
lative handicap. 

As a result of these and other conditions which 
constitute a mental handicap (which may be de- 
termined with the client’s personal history and inter- 
view, and supplemented by tests and inventories), 
the individual may find it too hard to obtain an ade- 
quate job or to hold a new job in a strange situation 
without special preparation, guidance, and super- 
vision.” 

FEASIBILITY 

Frequently clients are eligible for vocational re- 
habilitation services, but not feasible. The Voca- 
tional Rehabilitation Manual states: ‘It should be 
recognized that an individual may meet the criteria 
of eligibility, but because of circumstances inherent 
in the individual or available services, it is not 
possible to prepare the individual for employment. 
. . . After eligibility and practicability have been 
established, all rehabilitation services needed by the 
individual should be provided.” 

Therefore, for an individual to be eligible and 
feasible on the basis of a mental handicap for voca- 
tional rehabilitation, it must be demonstrated in 
competent psychological and medical examinations 
and evaluations that: (1) an inadequacy of intellec- 
tual functioning has been instrumental in producing 
a retardation of mental growth which is manifest 
in failure to perform above the level of a child in 
important aspects of education and life; (2) this 
inadequacy of intellectual functioning is neither so 
severe nor so inclusive as to eliminate the mental 
and personality resources necessary for successful 
vocational rehabilitation or to prevent their mobiliza- 
tion (classification ) .* 


THE COUNSELOR’S ROLE 


In the development of a vocational plan for the 


mentally handicapped, all of the counselor’s skills- 


come into play. He must have a sympathetic under- 
standing of these individuals, because they are quick 
to sense a superficial interest or an irritation arising 
from their apparent lack of comprehension. He must 
have a thorough knowledge of his client’s attitudes 
toward seeking employment, and a thorough know]- 
edge of employers’ attitudes regarding the employ- 
ment of these individuals. Most people need some 
stimulation and encouragement in looking for work; 
this is particularly true of the mentally handicapped. 
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Some of them have met failure so often that they 
have little self-confidence. Most of them feel pretty 
insecure in being able to get a job when they want 
one so very much. The counselor must always be 
aware of this need for encouragement when work- 
ing with the mentally handicapped. 

Vocational and educational counselors are 
equipped by training and experience to help their 
clients to an understanding of and decision about 
their own work capacities in relation to realistic and 
satisfying job goals. Counseling takes into consid- 
eration not only the client’s real or potential work 
abilities and interests, but also the specific require- 
ments, mental, physical, and emotional, of types of 
employment. Counseling also considers the avail- 
ability and trends of availability of various types of 
employment in a given labor market. Thus, a client 
may be helped to redirect his efforts in a field closely 
related to his chosen one if it is suitable for him 
and if his chosen one offers neglible or very limited 
employment possibilities in the area where he wants 
to work. 

Vocational counseling is helpful to people who are 
confused about their own job goals because they lack 
knowledge either of the rich variety of vocations 
available to people who need information about the 
preparation needed to enter or advance in a par- 
ticular field and for those whose present kind of 
work is dissatisfying or medically contra-indicated. 
It is also frequently indicated for people in busi- 
nesses Of their own if they have had little or no 
previous experience with business methods and prac- 
tice.” 


SELECTIVE PLACEMENT 

In counseling an applicant about a job, the things 
which may seem relatively simple and obvious to 
the average individual will need careful explanation 
with the mentally handicapped. 

If the counselor knows his client well, and knows 
his strengths and weaknesses, he will be in a better 
position to find suitable employment for him. For 
example, if his client is an extreme mental defective, 
and the counselor is having difficulty placing him, 
perhaps he can find work for him in a sheltered work- 
shop situation, where he will not have to work in 
competition with those around him. And too, if the 
counselor himself is convinced that his client can 
do a particular job, he may be able to convince a 
reluctant employer to hire him—if not permanently, 
at least on a trial basis. 


If a client is placed on a seemingly satisfactory 
job from the viewpoint of skills and job information 


VirGIntiA MepicaAL MonTHLY 


and fails to make the grade, then personal adjust- 
ment training may be required. At the present time, 
however, a few localities have set up personal ad- 
justment training facilities which can serve ade- 
quately the mentally handicapped. 


EMPLOYMENT 

As in the vocational rehabilitation of the phys- 
ically handicapped, employment in a remunerative 
occupation is the main goal in the vocational reha- 
bilitation of the mentally handicapped, too. 

The question might arise as to how we as coun- 
selors can sell the mentally handicapped person to 
the employer. First and foremost, the employer must 
be informed of the assets and skills of the mentally 
handicapped individual, and also of his limitations. 
It is necessary to use a positive approach with the 
employer by describing the demands of the job and 
the clients’ ability to meet those demands. However, 
it is also necessary to inform the employer about the 
limitations of the client to forestall the imposition 
of new and complex demands and to warn the em- 
ployer against promoting the client into kinds of 
work for which he is not suited. In all cases, it is 
necessary to emphasize to the employer that the 
mentally handicapped have the capacities to do the 
job. 

In a study made en 55 women in Minneapolis, 35 
were found to be gainfully employed in addition to 
13 who were housewives, 5 who were not located, 
and 2 who were known to be unemployed. Earnings 
of the girls ranged from one who worked for board 
and room only to one who earned sixty-eight cents an 
hour. In conjunction with this, a study was made of 
92 mentally handicapped males. The following is 
a list of the varied jobs they held: 


Tannery—sorting hides  Bill-peddling 


Railroad yardman Pin-setter 
Carpenter-laborer Paper boy 
Warehouse—unpacking Farm hand 
boxes 
Factory—piece work U.S. Army 
Machine shop Factory—finisher 


Bell-hop 


Bakery—bread molder 
Tt is interesting to note that in this study a great 
many of these individuals found their own jobs.’ 

If the client is not ready for employment in a 
competitive situation, then the counselor should look 
for “semi-sheltered” jobs. By this term is meant a 
type of job in situations where fast production is 
not required and where a congenial atmosphere is 
more usually present, i.e., as an employee in a hos- 
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The com- 
munity service agencies may sometimes desire to 
employ mentally handicapped individuals to fill low 
level jobs where turnover is great with persons of 


pital, school or philanthropic agency. 


normal intelligence. The rural community and coun- 
ty agricultural agents may sometimes provide valu- 
able assistance in placing the client, but as a general 
rule, it is undesirable to transplant the client from 
an urban to the rural community or vice versa. 

We have thus seen the potentialities of the men- 
tally handicapped, and also some examples of suc- 
cessful job placement. Through adequate counseling 
and guidance, and selective placement, these indi- 
viduals can be returned to gainful employment. The 
mentally handicapped are a distinct source of un- 
tapped manpower in this country; by helping them, 
we are helping ourselves. 


SUMMARY 

The term mentally handicapped was used in this 
paper to refer to mentally deficient and mentally 
retarded individuals. They are considered eligible 
for rehabilitation services on the basis that their 
handicap is a deterrent to employment. The counselor 
plays an important role in the rehabilitation plan 
of the mentally handicapped. Frequently he must 
assume a protective parent role in addition to his 
usual duties and he must use all of his skills in 
It has 
been said with considerable truth that there are 
more jobs for the mentally handicapped in this 


counseling and placing these individuals. 


world than there are mentally handicapped persons 
to fill them. There are many types of manual labor, 
both rural and routine monotonous industrial jobs, 
so commonly found in modern assembly lines, which 
are filled with more contentment by persons of less 
than average intelligence. It is not safe, however, 
to assume that the mentally handicapped are always 
without ambition and satisfied to work within their 
capability; an important role of the psychologist 
and vocational counselor in dealing with the men- 
tally handicapped is to assist him to be satisfied with 
his maximum level of performance and to prevent 
the development of anxiety in striving for the 
impossible. 
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Anemia and iron deficiencies in premature in- 
fants can be partially overcome with the early addi- 
tion of meat to their diet. This dietary supplement, 
given within two to four weeks after birth, has 
particular value in increasing red cell volume and 
circulating hemoglobin mass and building iron re- 
serves. These conclusions are advanced after a study 
of 35 premature infants and are published in the 
June edition of the Journal of Diseases of Chil- 
dren, a publication of the American Medical Asso- 
ciation. The authors, Dr. Thomas R. C. Sisson and 
Lorraine E. Whalen, Rochester, N. Y., said “there 
is an almost inevitable development of anemia and 
iron deficiency in premature infants during the first 
year of life.” 

Since meat protein is well absorbed and utilized 
by infants, the present study was undertaken to 
determine if the early addition of meat to the diet 
would be an effective source of iron. During the 
year-long test, customary diets for premature infants 
were given to all 35 babies. Fifteen were also given 
meat supplements beginning between the second and 
fourth weeks of life. A marked contrast in the two 
groups was apparent within a few weeks. Those 
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receiving meat showed an increase of red cell vol- 
ume and hemoglobin mass between the sixth and 
eighth week. This gain was not noted in the con- 
trol group until about the twelfth week. 


After this initial gain, in the control group there 
began a decline in blood values which in some in- 
stances reached such a low level it was necessary to 
give medicinal iron treatment. “The steady decline 
of these values . . . demonstrates the need for some 
effective iron source in the diet.” 


Following their early gain, the blood values of 
the meat-fed infants remained at a constant level 
until the thirtieth week when they again showed 
an increase. This increase continued during the 
remainder of the study and a definite “increase in 
iron stores” was noted by the time of their first 
birthdays. 

“Strained meats were well tolerated by all infants, 
and frequent gastric distress associated with the ad- 
ministration of medicinal iron was avoided.” 


Meat “provides an excellent source of protein for 
the infant diet and, this study indicates, an accept- 
able and utilizable source of iron in natural form.” 
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Pre-Paid Medical Care.... 


It Can Be Done. 


As long ago as May of 1949, Dr. Paul R. Hawley, 
currently the Director of the American College of 
Surgeons, wrote an open-letter to the members of the 
Michigan State Medical Society emphasizing that 
“the time is past, if indeed it ever existed, when the 
responsibility of the physician is limited to provid- 
ing medical care”. The physician, wrote Dr. Haw- 
ley, “must now offer a solution for the economic 
problems of medical care; he alone can do this with- 
out revolutionizing the pattern of medical prac- 

Back in 1949 a few other countries, as well as 
the United States, were still enjoying and benefiting 
by the free-enterprise pattern to which Dr. Hawley 
referred. Through its sponsorship of Blue Cross- 
Blue Shield and its cooperation with other voluntary 
efforts, the medical profession here in the United 
States succeeded during the ensuing nine years in 
maintaining the free-enterprise pattern. But during 
that period, the free-enterprise system of providing 
health care disappeared—or was altered almost be- 
yond recognition—in each of those other countries. 
Today free-enterprise in medicine is making its last- 
ditch stand here in the United States—every place 
else government is very much in the picture. 

Today, even more than in 1949, the medical pro- 
fession must hold itself accountable for the economic 
as well as the professional aspects of medical care 
—because today as many as 121 million persons are 
eligible for prepaid health services, which services 
can be used only at the discretion of doctors. Upon 
how wisely those services are used depends the con- 
tinued success of voluntary prepayment; upon the 
continued success of prepayment, in turn, depends 
the continuance of the free-enterprise pattern of 
medical practice. Back in May of 1949 only 60 
million persons were eligible for prepaid services; 
therefore, as concerns the nation’s annual medical 
care bill, the significance of utilization of prepaid 
services has to date increased two-fold. Therefore, 
too, toward continuance of the free-enterprise pat- 
tern, the responsibilities of the medical profession 
also have doubled since the day Dr. Hawley wrote 
his admonitory letter. The growth of prepayment 
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has indeed added to the medical profession’s re- 
sponsibilities—to itself as well as to the public—at 
the same time that it has protected the medical 
profession’s time-honored way of life. 


Many doctors can see “the big picture” and are 
unselfishly, oftentimes altruistically, accepting their 
own personal responsibilities in this regard. But, 
though many in actual number, these doctors ap- 
parently are in the minority percentage-wise because 
the task is not being accomplished. Utilization of 
prepaid services is not being held to judicious levels. 
Inadvertent misuse (sometimes fraudulent abuse) of 
prepaid services is jeopardizing the continued suc- 
cess of prepayment—is jeopardizing continuance of 
the free-enterprise pattern of medical practice. It’s 
high time for those doctors who are looking beyond 
their own immediate and selfish interests not only 
to accept their personal responsibilities but also to 
accept a certain amount of responsibility for and in 
behalf of their seemingly myopic colleagues. 

In the past the profession has successfully handled 
many tough problems through organized activity. 
This utilization problem requires similar activity— 
through active, local, on-the-spot organizations. Uti- 
lization Committees of the professional staffs of each 
and every hospital! 

It can be done. 

Not too long ago about six weeks advance notice 
was the minimum time required for a patient need- 
ing care to enter the Sacred Heart Hospital of Allen- 
town, Pennsylvania. Once an emergency patient had 
to be turned away. Today a three-day reservation 
is all that is necessary, and emergency cases are 
taken at all times. An average of forty more patients 
are admitted each month. And no new beds have 
been added. 

All this improvement came about through the 
members of the medical staff themselves. Stimulated 
by a few of their more prescient colleagues, the 
members of the staff surveyed the situation at their 
hospital—took a good look at it for the first time— 
and found that far too many patients were staying 
beyond the time they needed hospital facilities. Some 
appeared, they said, to be “Blue Cross boarders”, 
unnecessarily utilizing the days allowed by their 
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contracts. Far too many patients were unnecessarily 
occupying hospital beds for diagnostic work-ups, 
studies which were medically indicated in most in- 
stances but which nonetheless were quite amenable 
to satisfactory accomplishment in out-patient or 
office facilities. In too many cases discharges were 
being postponed because the doctor’s order for ancil- 
lary services had been delayed or because consulta- 
tions had been delayed. 

A Committee on Admissions, Conduct and Dis- 
charges was formed to work out and execute dis- 
ciplinary procedures. The Committee was directed 
to formulate and put into action rules and regula- 
tions to correct abuses, with approval of the Medical 
Executive Board. The entire medical staff was, of 
course, advised about the function and action of the 
Committee. 

Emergency cases were divided into Critical pa- 
tients, Serious patients, and Urgent patients, accord- 
ing to diagnosis, and received their respective pri- 
ority. Admission clerks received a list of conditions 
that came under each category. Physicians were 
advised to detail diagnosis so that definite determina- 
tion as to emergency character could be made. 

Each morning for two months the Committee re- 
viewed admissions made during the previous 24 
hours. If the attending physician’s classification 
seemed too high, or if the admission appeared un- 
necessary, patients and charts were briefly examined. 
The Committee requested offending physicians to 
appear for explanation on 12 hours’ notice. Failure 
to comply was considered an admission of guilt. 
Infractions were listed and several staff members 
were called to account, but only a few violated the 
spirit of total cooperation. 

To shorten the patient stay, the following regula- 
tions were made: 

Transfer of patient from one doctor to a spe- 
cialist must be made before admission. 
X-ray and laboratory tests must be ordered 


before noon on the day of admission to allow 
for orderly scheduling. 


Consultation requests should be answered im- 
mediately. 


Doctors should authorize discharge on the day 
before the patient is to leave so that he can 
be checked out by 11 A.M. 

Patients may transfer only to private rooms; 
not from private rooms to semi-private or ward, 
since the shortage is in the latter facilities. 


A concentrated effort was made to discharge pa- 
tients who no longer needed hospital care. When 
patients and relatives complained, the attending phy- 
sician explained that the Committee had ordered the 
action. This preserved the doctor-patient relation- 
ship and good will toward the hospital. In difficult 
situations, committee members themselves were asked 
to explain the new policy. 

Within two weeks, ten long-term patients who 
needed little or no nursing care vacated their urgently 
needed beds. The community’s health agencies were 
helpful in making services available to patients who 
no longer needed hcspital care. In all cases the 
discharge proved advantageous to the patient. 

Within two months the anti-abuse system was 
running so smocthly that the daily admissions review 


by committee members was no longer necessary. The 


doctors now are “patient-day conscious” and have 
formed the habit of complying with the new regula- 
tions. Hospital beds, for necessary in-patient care, 
are always available. The average patient stay has 
decreased by one-half day. A common sense approach 
to a difficult problem has paid off at Sacred Heart, 
and the doctors like it. 

What can be done in Allentown can be done in 
each community here in Virginia. Today the pro- 
fession must have standards of performance in the 
area of the economics of medical care, just as in the 
area of the quality of medical care, so why not Utili- 
zation Committees as well as Tissue Committees 7 
No more than are Tissue Ccmmittees would Utiliza- 


tion Committees need to be “punitive”; but through 


surveillance of utilization practices (admissions, 
lengths of stay, use of drugs and diagnostic facili- 
ties) these committees could accomplish a great deal 
through ‘“education’”—through reminders that from 
now on the continuance of the free-enterprise pattern 
of medical practice is perhaps totally dependent 
upon proper usage of prepaid services. 
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Miscellaneous .... 


Principles of Medical Ethics 


This is the seventh of the series of “Principles 
of Medical Ethics”, the first appearing in the Feb- 
rary issue. Each section will be reviewed, accom- 
panied by a detailed explanation from the Judicial 
Council of the American Medical Association. 


SECTION 8 
A physician should seek consultation upon request; 
in doubtful or difficult cases; or whenever it appears 
that the quality of medical service may be enhanced 
thereby. 


TRADITIONAL CONCEPTS INCLUDED 
WITHIN SECTION 8 

The Judicial Council is of the opinion that Src- 
TION 8 of the Principles of Medical Ethics, 1957, 
embraces the spirit and intent of several sections of 
the 1955 edition of the Principles, including Chapter 
IV, Section 3 (One Physician in Charge); Chapter 
V, Section 1 (Consultations Should be Encouraged ) ; 
Chapter V, Section 2 (Consultation for Patient’s 
Benefit) ; Chapter V, Section 3 (Punctuality) ; Chap- 
ter V, Section 4 (Patient Referred to Consultant) ; 
Chapter V, Section 5 (Discussions in Consultation) ; 
Chapter V, Section 6 (Responsibility of Attending 
Physician); Chapter V, Section 7 (Conflict of Opin- 
ion); Chapter V, Section 8 (Consultant and At- 
tendant). These sections are reproduced below as 
guides in the interpretation of SECTION 8. 
Cuapter IV, Section 3 (ONE PHYSICIAN IN 
CHARGE) 1955 EDITION OF THE PRINCIPLES OF MED- 
ICAL ETuIcs: 

When a physician or a member of his dependent 
family is seriously ill, he or his family should 
select one physician to take charge of the case. 
The family may ask the physician in charge to 
call in other physicians to act as consultants. 

CHAPTER V, SEcTION I (CONSULTATIONS SHOULD 
BE ENCOURAGED) 1955 EDITION OF THE PRINCIPLES 
or Mepicat Ernics: 

In a case of serious illness, especially in doubt- 
ful or difficult conditions, the physician should 
request consultations. 

CHAPTER V, SECTION 2 (CONSULTATION FOR PA- 
TIENT’S BENEFIT) 1955 EDITION OF THE PRINCIPLES 
or Mepicau Eruics: 


In every consultation, the benefit to the patient 
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is of first importance. All physicians interested 
in the case should be candid with the patient, a 
member of his family or a responsible friend. 
CHAPTER V, SecTION 3 (PUNCTUALITY) 1955 EDI- 
TION OF THE PRINCIPLES OF MEDICAL ETHICs: 

All physicians consultations 
should be punctual. When, however, one or more 
of the consultants are unavoidably delayed, the 
one who arrives first should wait for the others 
for a reasonable time, after which the consultant 
should be considered postponed. When the con- 
sultant has come from a distance, or when for any 
other reason it will be difficult to meet the phy- 
sician in charge at another time, or if the case is 
urgent, or it be the desire of the patient, his family 
or his responsible friends, the consultant may 
examine the patient and mail his written opinion, 


concerned in 


or see that it is delivered under seal to the phy- 
sician in charge. Under these conditions, the con- 
sultant’s conduct must be especially tactful; he 
must remember that he is framing an opinion 
without the aid of the physician who has observed 
the course of the disease. 

CHAPTER V, SECTION 4 (PATIENT REFERRED TO CON- 

SULTANT) 1955 EDITION OF THE PRINCIPLES OF 

MepicaL EtHics: 

When a patient is sent to a consultant and the 
physician in charge of the case cannot accompany 
the patient, the physician in charge should pro- 
vide the consultant with a history of the case, 
together with the physician’s opinion and outline 
of the treatment, or so much of this as may be 
of service to the consultant. As soon as possible 
after the consultant has seen the patient he should 
address the physician in charge and advise him 
of the results of the consultant's investigation. 
The opinions of both the physician in charge and 
the consultant are confidential and must be so 
regarded by each. 

CHAPTER V, SECTION 5 (DISCUSSIONS IN CONSUL- 
TATION ) 1955 EDITION OF THE PRINCIPLES OF MED- 
IcAL ETHIcs: 

After the physicians called in consultation have 
completed their investigations, they and the phy- 
sician in charge should meet by themselves to dis- 
cuss the course to be followed. Statements should 
not be made nor should discussion take place in 

the presence of the patient, his family or his 
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friends, unless all physicians concerned are present 
or unless all of them have consented to another 
arrangement. 
CHAPTER V, SECTION 6 (RESPONSIBILITY OF AT- 
TENDING PHYSICIAN) 1955 EDITION OF THE PRIN- 
CIPLES OF MeEpIcaL ETHICs: 

The physician in charge of the case is respon- 
sible for treatment of the patient. Consequently, 
he may prescribe for the patient at any time and is 
privileged to vary the treatment outlined and 
agreed on at a consultation whenever, in his opin- 
ion, such a change is warranted. However, after 
such a change, it is best to call another consulta- 
tion; then the physician in charge should state his 
reasons for departing from the course decided at 
the previous conference. When an emergency oc- 
curs during the absence of the physician in charge 
a consultant may assume authority until the ar- 
rival of the physician in charge, but his authority 
should not extend further without the consent of 
the physician in charge. 


CuHaptTer V, SECTION 7 (CONFLICT OF OPINION) 
1955 EDITION OF THE PRINCIPLES OF MEDICAL 
ETHICs: 


Should the physician in charge and a consul- 
tant be unable to agree in their view of a case, 
another consultant should be called or the dif- 
fering consultant should withdraw. However, since 
the patient employed the consultant to obtain his 
opinion, he should be permitted to state it to the 
patient, his relative or his responsible friend, in 
the presence of the physician in charge. 


CHAPTER V, SECTION 8 (CONSULTANT AND AT- 
TENDANT) 1955 EDITION OF THE PRINCIPLES OF 
Mepicat Eruics: 


When a physician has acted as consultant in an 
illness, he should not become the physician in 
charge in the course of that illness, except with the 
consent of the physician who was in charge at 
the time of the consultation. 


Healthful Foreign Travel 


Strange foods, meals off schedule, and excitement 
can add up to a terrific stomach-ache, if a person 
doesn’t know how to keep fit abroad, according to 
a Today’s Health article. 

Before traveling abroad, a person should take a 
few precautions to protect his health, but he 
shouldn’t let unnecessary fears ruin his trip. 

Some suggestions for keeping fit were outlined by 
Ray Vicker, a Chicago writer, in the August Today’s 
Health, an American Medical Association publica- 
tion. 

Before leaving, a person must have a smallpox 
vaccination, since a vaccination no older than three 
years is necessary for re-entry into the United States. 
Moreover, many countries require a vaccination for 
entry. 

A few Latin American countries also require a 
personal health certificate issued by a physician. 
Even if a certificate is not necessary, it might be 
advisable to have a physical examination prior to 
departure. The doctor can recommend any special 
precautions for health protection and can advise 
on the preparation of a first aid kit. 

If a person is going to a country outside Europe, 
he should have yellow fever and cholera immuniza- 
tions and perhaps a tetanus shot. 

Vicker noted that drinking water is safe in most 
of the big cities of Eurcpe and many of the small. 
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However, when in doubt, a person should drink 
bottled water. Ice cubes should be skipped unless 
they are known to be made from pure water. If 
water cannot be boiled it can be treated with a 
chemical in tablet form. 

Stomach upsets, common to travelers, are often 
caused by contaminated food or water, eating indis- 
cretions, or eating habits upset by time changes. 
Vicker suggested that a person take with him kao- 
magna, kaopectate and bismuth-paregoric prepara- 
tions for such difficulties. 

Unless milk is boiled, it should be avoided in 
many countries. The exceptions are Australia, New 
Zealand, Great Britain, Holland, Belgium, Switzer- 
land, and the Scandinavian countries. In India, 
Malaya, and certain other countries, hot milk is 
served on cereal. This is a sign that the milk has 
been boiled. 

Ice cream, butter, and fresh cheese are also taboo 
if the milk in a country is unsafe. And in the tropics, 
the taboo should be extended to include cold pastries, 
custards and meringues. 

In preparing a first aid kit, a traveler should 
include sunburn lotion, aspirin, lotion for insect bites, 
and adhesives bandages, in addition to remedies for 
stomach upsets, seasickness, and malaria. 

If a person wears glasses, he should take an extra 
pair or a prescription for his lens. 
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Sunday, October 12 
1:00 P.M. 


COUNCIL 
New Headquarters Building 


7:00 P.M. 
House of Delegates—Dinner Meeting 
Ballroom 


Monday Morning, October 13 
9:30 A.M. 


Ballroom 


Welcome and Preliminary Announcements—Guy 
W. Horsley, M.D., Chairman, Local Committee 
on Arrangements 

Memorial Observance—Acors W. Thompson, 
M.D., Chairman, Membership Committee 
Address by President—Harry C. Bates, Jr., M.D., 
Arlington 


10:25 A.M.—Intermission 


Scientific Program 


J. R. B. Hutentson, M.D., Arlington, Presiding 
10:30 A.M.—VeERTIGO oF CENTRAL OrIGIN—Fran- 
cis H. McGovern, M.D., Danville 


This discussion is concerned with the differentiation 
of vertiginous lesions of central and peripheral origin 
and the importance of recent advances in otology in 
localizing and classifying diseases along the vestibular 
pathway. This improved knowledge is of practical 
significance in the recognition of central nervous system 
diseases in which vertigo is a prominent symptom. 


-45 A.M.—TREATABLE StrRoKES—Thomas L. 
Gorsuch, M.D., Waynesboro 


Anticoagulation offers effective treatment for throm- 
botic occlusion of the carotid and vertebral-basilar 
arteries. Cases illustrating the diagnostic features and 
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methods of therapy of these “treatable strokes” will be 
presented. 


:00 A.M.—Anti1-CoaGuLANts—Reno R. Porter, 
M.D., Richmond 

A discussion of the general objectives of and indi- 
cations for anticoagulant therapy, including comments 


on specific anticoagulant drugs and recommendations 
regarding their most effective use. 


11:15 A.M.—Guest Speaker—Edward S. Orgain, 
M.D., Duke Hospital, Durham—THeE PRESENT 
Stratus oF Drucs In HyPEeRTENSION (Sponsored 
by the Virginia Heart Association) 


11:45 A.M.—Intermission 


11:50 A.M.—A Stupy or 200 Cases or HEMop- 
Tysis—Marcellus A. Johnson, III, M.D., Roanoke 


A review of 200 consecutive patients seen with a 
primary complaint of hemoptysis. Slides will be shown 
depicting the final diagnosis in each case as established 
by bronchoscopy, bronchography, sputum studies, etc. 


2:05 ANEURYSMsS—Levi Old, 
Jr., M.D., Norfolk 


Popliteal arterial aneurysms are usually false 
aneurysms due to atherosclerosis of trauma. The 
diagnosis is made by physical examination. The treat- 
ment is surgical in order to prevent the complications 
of thrombosis, rupture, distal embolization, nerve pres- 
sure or partial occlusion of the popliteal vein. Opera- 
tive techniques include endoaneurysmorrhaphy, simple 
excision or excision with preservation of continuity by 
venous, homologous arterial, or plastic graft. 


ANOMALIES PRODUCING 
COMPRESSION OF THE TRACHEA AND ESOPHAGUS 
IN INFANCY AND CHILDHOOD—Lewis H. Bosher, 
Jr., M.D., Richmond 


2:20 P.M.—VASCULAR 


The diagnosis and surgical treatment of congenital 
vascular lesions which compress the trachea and 
esophagus will be illustrated by a presentation of five 
successfully treated cases. The importance of recog- 
nizing the symptom complex and making an early 
diagnosis is stressed. 
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Monday Afternoon, October 13 


See special section on luncheons, committee meetings 
and special events. 


2:00 P.M. 
Reference Committee 
Ballroom 


Tuesday Morning, October 14 
9:30 A.M. 


Ballroom 


Hoicomse H. Hurt, M.D., Lynchburg, Presiding 


9:30 A.M.—THE SULFONAMIDES—TWENTY-FIVE 
Years Later—William H. Harris, Jr., M.D., 
Richmond 


The first successful clinical application of a sulfona- 
mide compound was reported in 1933. This paper dis- 
cusses the clinical aspects of the sulfonamides currently 
available for systemic use including certain newer 
drugs. 


9:45 A.M.—NeEWER LIvER FuNCTION TESTS— 
Benjamin B. Weisiger, III, M.D., Richmond 


The recent appearance of a number of enzymatic 
tests of liver function has opened a new field for 
study. The methods for and the clinical uses of these 
tests will be discussed. 


10:00 A.M.—Post-CHOLECYSTECTOMY SYMPTOMS 
—C. B. Morton, M.D., Charlottesville 


Patients suffering persistence or recurrence of symp- 
toms after cholecystectomy may be divided into two 
groups. Those in the first group have symptoms never 
referable to the biliary tract in the first place. Those in 
the second group have symptoms because the operation 
did not deal adequately or properly with the original 
biliary tract disease or dyscrasia or because the opera- 
tion introduced some new factor or factors responsible 
for biliary tract symptomatology. 


10:15 A.M.—Guest Speaker—John J. Canary, 
M.D., Georgetown University Hospital, Washing- 
ton, D. C_-—Orat HypociyceMic Drucs 


10:45 A.M.—Intermission 


10:50 A.M.—PrIMARY OVARIAN MALIGNANCY— 
Joseph C. Parker, M.D., Richmond 


A study of the incidence, types, management, and 
results of treatment of primary ovarian malignancies 
at the Medical College of Virginia Hospitals. A re- 
view of the current literature, with suggestions for 
the early diagnosis and management of this condition, 
are presented. 


11:05 A.M.—Genitrat Cytotocy—Clifford H. Fox, 
M.D., Charlottesville 
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An attempt will be made to survey the various 
aspects of genital cytology as they apply to the prac- 
ticing physician. Fundamentals such as selection of 
patients, techniques of preparation, types of reports 
and their significance will be discussed. Illustrations 
and photomicrographs will be used. 


:20 A.M.—TuHE PuysIciAn’s RESPONSIBILITY IN 
CHILDHOOD ACCIDENT PREVENTION—Forrest P. 
White, M.D., Norfolk 

Accidents at home and on the highway are the num- 
ber 1 killer of children today. Opportunities and re- 
sponsibilities of physicians and medical societies are 
outlined in regard to this, the greatest unmet challenge 
in preventive medicine. 
:35 A.M.—Guest Speaker—Victor C. Vaughan, 
III, M.D., Eugene Talmadge Memorial Hospital, 
Augusta, Georgia — GENETIC COUNSELINGC— 
—(Sponsored by the Nemours Foundation through 
the Virginia Council on Health and Medical 
Care) 


Tuesday Afternoon, October 14 
2:00 P.M. 


Ballroom 


C. C. Hatrretp M D., Saltville, Presiding 


:00 P.M.—NutMrEG Potsontinc—Robert C. 
Green, Jr., M.D., Winchester 


Nutmeg is seldom considered to have toxic properties. 
However, in moderate doses (5 grams or more) it 
will produce a bizzare clinical syndrome with marked 
electrolyte changes. The chemistry and pharmacology 
of nutmeg will be reviewed and a case of severe nut- 
meg poisoning presented. 


215 P.M.—MANaGEMENT OF RECENT MIDFACIAL 
Fractures—G. §. Fitz-Hugh, M.D., and J. B. 
Gorman, M.D., Charlottesville 

Some useful suggestions in regard to diagnosis and 
treatment of the common fracture displacement of the 
nasal, maxillary and malar bones are presented. Ac- 
companying soft tissue and introcranial injuries are 
not included. Emphasis is placed upon the prompt 
diagnosis of underlying bony injuries often concealed 
by soft tissue hemorrhage and swelling. The simpler 
type of reduction and immobilization of the fracture to 
reduce discomfort and morbidity are advocated. 


:30 P.M.—Guest Speaker—Ewald W. Busse, 
M.D., Duke University School of Medicine, Dur- 
ham—NEvUROTIC PROBLEMS IN THE AGED 

3:00 P.M.—ANTIMALARIALS IN THE TREATMENT 


or RHEUMATOID ARTHRITIS—John B. Catlett, 
M.D., Richmond 


The use of antimalarials in treating rheumatoid 
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arthritis is discussed; the literature is reviewed; and 
five successfully treated cases are reported. 


:15 P.M.—SkKIN GRAFTING IN SEVERE BuRNS— 
B. W. Haynes, Jr., M.D., Richmond 


On the Burn Unit of the Medical College of Vir- 
ginia Hospital, approximately 150 patients are treated 
yearly, a significant number of which require skin 
grafting. On the basis of this experience, a technique 
has been evolved which emphasizes early preparation 
of the wound for grafting, adequate nutrition, absolute 
hemostasis, graft immobilization and active physio- 
therapy to promote early functional recovery. 


4:00 P.M. 
House of Delegates 
Coffee Shop 


6:00 P.M. 
Cocktail Party—Rotunda Club 


7:00 P.M. 
Banquet—Ballroom 
Presentation of Fifty Year Club Awards, 
Scientific Exhibit Awards, and Golf Prizes 
Installation of Walter P. Adams, M.D. as Presi- 
dent 


9:30 P.M. 


Dancing—Ballroom 


SPECIAL EVENTS 
Sunday, October 12 


Council Meeting, New Headqaurters Building— 
1:00 P.M. 

Virginia Section, American College of Chest Phy- 
sicians, Flemish Room, Hotel Jefferson— 
2:00 P.M. 

Virginia Society of Anesthesiology, Parlor 9, Hotel 
Jefferson, Business Meeting—11:00 A.M.— 
Cocktails—1 :00 P.M.—Luncheon—2:00 P.M. 
—Guest Speaker, Curtiss B. Hickcox, M.D., 
Secretary-Treasurer, American Board of Anes- 
thesiology, Inc., Hartford, Connecticut 

Open House, New Headquarters Building—Dover 
and Hathaway Roads—4:00 P.M. 

House of Delegates, Dinner Meeting, Ballroom, 

Hotel Jefferson, 7:00 P.M. 
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Monday, October 13 


Board of Directors, Virginia Academy of General 
Practice, Breakfast Meeting, Randolph Room, 
Hotel Jefferson—8:00 A.M. 

Virginia Diabetes Association, Breakfast Meeting, 
Parlor 9, Hotel Jefferson—8:00 A.M. 

Virginia Academy of General Practice, Luncheon, 
Rotunda Club, Hotel Jefferson—1:00 P.M. 
Virginia Section, American College of Physicians, 
Luncheon Meeting, Flemish Room, Hotel Jef- 

ferson—1:00 P.M. 

Virginia Neuropsychiatric Society, Luncheon 
Meeting, Coffee Shop, Hotel Jefferson—1 :00 
P.M.—Guest Speaker, Daniel H. Funkenstein, 
M.D., Boston, Massachusetts 

Virginia Orthopaedic Society, Luncheon, Com- 
monwealth Club—1:00 P.M. 

Virginia Pediatric Society, Luncheon Meeting, 
Randolph Room, Hotel Jefferson—1:00 P.M. 
Virginia Radiological Society, Luncheon Meeting, 

Colony Club, Hotel Jefferson—1:00 P.M. 

Virginia Society of Ophthalmology and Otolaryn- 
gology, Luncheon Meeting, Parlor 9, Hotel Jef- 
ferson—1:00 P.M. 

Virginia Surgical Society, Luncheon, Common- 
wealth Club—1 :00 P.M. 

Reference Committee, Ballroom, Hotel Jefferson— 
2:00 P.M. 

Sub-Committee on Rural Health, Dining Room 
“A” Hotel Jefferson—3:30 P.M. 

University of Virginia Alumni Association Cock- 
tail Party, Flemish Room, Hotel Jefferson— 
6:00 P.M. 

Medical College of Virginia Alumni Association, 
Cocktail Party and Banquet, Commonwealth 
Club—6 :00 P.M. 

University of Virginia Alumni Association, Ban- 
quet, Ballroom, Hotel Jefferson—7 :00 P.M. 


Tuesday, October 14 
Virginia Obstetrical and Gynecological Society, 
Luncheon Meeting, Confederate Room, Hotel 
Jefferson—1 :00 P.M. 
House of Delegates, Coffee Shop, Hotel Jefferson 
—4:00 P.M. 
The Medical Society of Virginia, Cocktail Party, 
Rotunda Club, Hotel Jefferson—6:00 P.M. 
The Medical Society of Virginia, Banquet, Ball- 
room, Hotel Jefferson—7:00 P.M. 
Dancing, Ballroom, Hotel Jefferson—9:30 P.M. 


S17 


TECHNICAL EXHIBITS 


Technical Exhibits will be in the Empire Room and on 
the Mezzanine. Make your plans to visit all exhibits as 
they are an important part of your meeting. The follow- 
ing is a list of the exhibits with a brief description: 


Booth No. 1 
J. B. Roerig and Company 
New York, New York 


J. B. Roerig and Company will feature TAO (pro- 
nounced Tay-o), a new antibiotic derivative designed 
for superior control of common infections due to gram- 
positive and some gram-negative organisms. Co-featured 
with TAO will be ATARAX, the new “Peace of Mind” 
drug. It’s an all new chemical specially indicated for 
the “more normal” person, to bring relief from every- 
day tensions and anxieties. Literature and samples are 
available to physicians at the booth which you and your 
friends are cordially invited to attend. 


Booth No. 2 
VanPelt and Brown 
Richmond, Virginia 
VanPelt and Brown extend a cordial invitation to visit 


their exhibit where representatives will be happy to 


answer questions and supply clinical samples of their 
products. 


Booth No. 3 
Davies, Rose and Company 
Boston, Massachusetts 

A cordial invitation is extended to the members to 
visit our booth. 

Although most physicians need no introduction to our 
outstanding cardiac therapies—Pil. Digitalis and Tablets 
Quinidine Sulfate (Natural)—our representative, Mrs. 
James B. Mattison, will be on hand to welcome you and 
will be pleased to have the opportunity to further discuss 
the dependability of our laboratory productions. 


Booth No. 4 
A. S. Aloe Company 
Washington, D. C. 
“One complete Source for the Doctor and Hospital” 
Visit the A. S. Aloe booth and see the latest in equip- 
ment and supplies for the doctor’s office and laboratory. 


Be sure to get a sample of the new Aloe Disposable Glove 
for examinations. 


Booth No. 5 
The National Drug Company 
Philadelphia, Pennsylvania 


The National Drug Company exhibit highlights 
PARENZYME AQUEOUS, PARENZYME-B (Buccal) 
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and PARENZYME OINTMENT. The efficacy of the 
anti-inammatory, anti-edema agents PARENZYME 
AQUEOUS and PARENZYME-B has been clinically sub- 
stantiated for the treatment of traumatic wounds, ulcera- 
tion, phlebitis, occular inflammation and for loosening 
of bronchial plugs in severe pulmonary disease. Our 
representatives anticipate discussing with you the latest 
advance in Enzyme therapy in the form of PAREN- 
ZYME-B (Buccal) and PARENZYME OINTMENT. 


Booth No. 6 
Medco Products Company 


Philadelphia, Pennsylvania 


The manufacturers of the very popular MEDCO- 
LATOR present the new three-way MEDCO-SONLATOR 
which combines the benefits of neuromuscular stimula- 
tion (as produced by the MEDCOLATOR) plus the ad- 
vantages of ultrasonic therapy, all in one compact unit. 
Electrical muscle stimulation and ultrasound may be pro- 
duced simultaneously (or separately) through a patented 
SINGLE three-way applicator (transducer). Better re- 


sults in treating many conditions may be expected from 
this combined unit. 


Booth No. 7 
Burroughs Wellcome & Company 
Tuckahoe, New York 


The extensive research facilities of “B. W. & Co.”, both 
here and in other countries, are directed to the develop- 
ment of improved therapeutic agents and techniques. 

Through such research “B. W. & Co.” has made notable 
advances related to leukemia, malaria, diabetes, and 
diseases of the autonomic nervous system; and to anti- 
biotic, muscle-relaxant, antihistaminic, and antinauseant 
drugs. 

An informed staff at our booth will welcome the op- 
portunity to discuss our products and latest developments 
with you. 


Booth No. 8 
G. D. Searle & Company 


Chicago, Illinois 


You are cordially invited to visit the Searle booth 
where our representatives will be happy to answer any 
questions regarding Searle Products of Research. 

Featured will be Dartal, the new tranquilizing agent 
which controls activities associated with anxiety states and 
other neuroses; Enovid, the new synthetic steroid for 
treatment of various menstrual disorders; Zanchol, a new 
biliary abstergent; Nilevar, the new anabolic agent, and 
Policton, a new safe, non-mercuria! oral diuretic. 

Also featured will be Vallestril, the new synthetic 
estrogen with extremely low incidence of side reactions; 
Pro-Banthine and Pro-Banthine with Dartal, the standards 
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in anti-cholinergic therapy; and Dramamine and Drama- 
mine-D, for the prevention and treatment of motion sick- 
ness and other nauseas. 


Booth No. 9 
The Baker Laboratories 
Cleveland, Ohio 


You are invited to visit our booth where Baker's Modi- 
fied Milk and Varamel, two successful products for infant 
feeding, are on display. 

Baker representatives will be glad to discuss with you 
the special features of Baker Milk products which promote 
better tolerance, less colic, better gain and improved 
tissue turgor for bottle-fed infants. 


Booth No. 10 
U. S. Vitamin Corporation 
New York, New York 


Exhibit features LUFA (Lipotropic factors with Un- 
saturated Fatty Acids), the new promising approach to 
hyper-cholesterolemia, hyper-betalipoproteinemia and 
atherosclerosis. LUFA Capsules effectively help to reduce 
elevated cholesterol and other blood lipid levels; main- 
tain normal function of the liver, site of metabolism of 
cholesterol, lipoprotiens and other lipids. 


Booth No. 11 
Physicians Products Company 


Petersburg, Virginia 


Physicians Products Company extends a cordial invi- 
tation to the members and guests of The Medical Society 
of Virginia to visit our booth. F. A. “Dick” Frayser, Jr., 
and W. C. “Bill” Comstock will be in attendance to show 
you the latest fall releases. 
literature will be available. 


Professional samples and 
Booth No. 12 

The Purdue Frederick Company 

New York, New York 


The Purdue Frederick Company will present: 


ProBilagol—liquid cholecystokinetic for the therapy of 
biliary tract diseases. Contains d-glucitol and homatropine 
methylbromide. 


Senokot—constipation corrective containing the concen- 
trated total senna glycosides. 


Senokap—Senokot plus the stool softener, diocty] sodium 
sulfosuccinate. 


Senokot with psyllium—adds the bulk effect of psyllium 
to Senokot. 


Senobile—adds the activity of bile salts to Senokot. 


Booth No. 13 
Warner-Chilcott Laboratories 


Morris Plains, New Jersey 


A visit to the Warner-Chilcott booth will be well worth 
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while, especially in the interests of your cardiavascular 
patients, and those with mental or emotional disturbance. 
The booth features two clinically tested and proven 
agents: PERITRATE—to aid you in the management of 
patients with angina pectoris; and PACATAL—a pro- 
found ataractic agent with a “normalizing” action. 


Booth No. 14 
Roche Laboratories 


Nutley, New Jersey 


ROMILAR CF is a new, complete cold formula. Each 
of the four active ingredients of ROMILAR CF con- 
tributes to the relief of one or more of the most frequent- 
ly encountered symptoms of the common cold. 

GANTRISIN ‘ROCHE’ is a single, soluble, wide-spec- 
trum sulfonamide for potent, well-tolerated antibacterial 
therapy. 


Booth No. 15 
The Wm. S. Merrell Company 
Cincinnati, Ohio 
Quiactin for quieting—an improvement over present 
tranquilizers for tension-anxiety states; patients remain 
alert, feel better, and TACE, a “treatment of choice” for 
suppression of lactation will be featured. 


You are invited to discuss these and other Merrell 
research products with our representatives. 


Booth No. 16 
Milex of New York 
Long Island City, New York 


The MILEX CANCER DETECTION PROGRAM will 
be featured at this booth. Also on display will be 
TRICHO-SAN, our effective therapy for trichomoniasis, 
moniliasis and non-specific vaginal infections; LESTENS, 
our new treatment for premenstrual tension and dysmenor- 
rhea; CRESCENT, the most imitated diaphragm; as well 
as other recent gynecological developments. 


Booth No. 17 
The Stuart Company 


Pasadena, California 


Particular interest has been shown by physicians in our 
new product Softran, for treating mild to moderate 
anxiety states. The fact that there is no safer or more 
effective tranquilizer, and that it is in our “softab” form, 
makes it ideally suited for this time. Softran will be 
featured at the Stuart booth along with two other widely 
accepted “softab” products, Bucladin, for nausea, and 
Mulvidren, the pleasant tasting multivitamin product that 
melts so quickly in the mouth. 


Booth No. 18 
E. R. Squibb & Sons 
New York, New York 
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Booth No. 19 
Nordmark Pharmaceutical Laboratories 


Irvington, New Jersey 


Booth No. 20 
Eaton Laboratories 


Norwich, New York 


Furadantin®, a specific for urinary tract infections, pro- 
vides rapid bactericidal action against a wide range of 
gram-positive and gram-negative bacteria and organisms 
resistant to other agents. In six years of extensive use in 
the treatment of genitourinary tract infections, develop- 
ment of bacterial resistance remains negligible with Fura- 
dantin. 

For the contro] of the problem pathogens of bacterial 
diarrheas and enteritis, Furoxone® (brand of furazoli- 
done) Liquid. Perorally effective against a wide range of 
enteric bacteria including common pathogenic species and 
strains of Escherichia, Salmonella and Staphylococcus not 
adequately controlled by antibiotics and sulfonamides. For 
use by patients of all ages (may be mixed with infant 
formulae; passes through a standard nursing nipple). 


Booth No. 21 
The Coca-Cola Company 


Atlanta, Georgia, and Richmond, Virginia 


Ice-cold Coca-Cola served through the courtesy and 
cooperation of the Richmond Coca-Cola Bottling Com- 
pany, Inc., Richmond, and The Coca-Cola Company. 


Booth No. 22 
Ayerst Laboratories 
New York, New York 


You are cordially invited to visit the Ayerst exhibit 
which will feature “Murel”, a new spasmolytic offering a 
unique 3-way mechanism of action in one molecule— 
anticholinergic, to inhibit transfer of parasympathetic 
stimuli to effector cells of smooth muscle (atropine-like) ; 
muscolotropic, to act directly on smooth muscle (para- 
verine-like); ganglionoplegic, to exert a definite but 
transient ganglion block. Also featured will be “Premarin” 
Intravenous, a physiologic hemostat, and “Cothera” Syrup 
—a non-narcotic cough specific. 


Booth No. 23 
Schering Corporation 
Bloomfield, New Jersey 

The Schering exhibit will feature TRILAFON, ex- 
tremely potent tranquilizer and antiemetic, capable of 
alleviating manifestations of emotional stress without ap- 
parent dulling of mental acuity. 

Extraordinary potency in behavioral effects without cor- 
responding increase in autonomic, hematologic or hepatic 
side effects provides a favorable therapeutic ratio and 
excellent versatility in clinical use. 


Booth No. 24 
Pet Milk Company 


Saint Louis, Missouri 


We will be pleased to have you stop and discuss the 
variety of time-saving material available to busy phy- 
sicians. Our representatives will be on hand to discuss 
the merits of “Pet” Evaporated Milk for infant feeding 
and “Pet” INSTANT Nonfat Dry Milk for special diets. 


Booth No. 25 


Smith, Kline & French Laboratories 
Philadelphia, Pennsylvania 


SKF features (1) Vi-Sorbin®, a potent modern tonic 
containing By, Bs, iron, folic acid and the Absorption 
Enhancement Factor, D-Sorbitol; (2) Temaril® Tablets, 
the unique oral medication for relief of itching, regardless 
of cause; (3) Compazine®, the tranquilizer and antiemetic 
virtually free from drowsiness and depressing effect; and 
(4) Thorazine®, one of the fundamental drugs in medi- 
cine. 


Booth No. 26 


Richmond Surgical Supply Company 
Richmond, Virginia 


The Richmond Surgical Supply Company will have a 
most interesting and informative exhibit covering the 
latest and most modern equipment. 


Booth No. 27 
Lloyd Brothers 


Cincinnati, Ohio 


The Lloyd exhibit will feature Lycinate, the completely 
new comprehensive therapy for the treatment of vaginitis. 
Lycinate permits the exposure of the offending organisms, 
resulting in the explosion of the trichomonad as well as 
bactericidal action against the commonly encountered 
mixed infections. 

Doxinate and Roncovite, both products of original Lloyd 
research, will be on display and competent representatives 
will be happy to meet all physicians interest in these 
three major fields of therapy. 


Booth No. 28 
Eli Lilly and Company 
Indianapolis, Indiana 
You are cordially invited to visit the Lilly exhibit. The 


Lilly sales people in attendance welcome your questions 
about Lilly products and recent therapeutic developments. 


Booth No. 29 
Maltbie Laboratories 


Belleville, New Jersey 


You are cordially invited to visit the Maltbie Labora- 
tories exhibit featuring: Desenex® Night and Day treat- 
ment of athlete’s foot; Bifran® with a plus for obesity; 
Cholan preparations with effective hydrocholeresis and 
superior spasmolysis; Caldesene® Medicated Powder for 
diaper rash, and Nesacaine®, the first local anesthetic most 
potent yet less toxic than procaine. 
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Booth No. 30 
A. H. Robins Company 


Richmond, Virginia 


The cough “season” finds ROBITUSSIN and ROBI- 
TUSSIN A-C featured at the Robins exhibit. The anti- 
tussive component is glyceryl guaiacolate which increases 
respiratory tract fluid almost 200 per cent. ROBITUSSIN 
A-C includes an antihistamine and codeine. Also shown 
are Robins’ antirheumatic preparations PABALATE and 
PABALATE-HC (with hydrocortisone), the 
muscle ROBAXIN, the new 


skeletal 


relaxant antihistamine 


DIMETANE, and ALLBEE WITH C (B-complex with 
ascorbic acid). 


Booth No. 31 
Abbott Laboratories 


Chicago, Illinois 


Abbott Laboratories will welcome members of the medi- 
cal profession at the Company's exhibit of leading special- 
ties and new products. Representatives will be in attend- 
Abbott 
recently introduced a number of new products which rep- 
resentatives at the exhibit will describe and give informa- 
tion on the results of clinical reports. 


ance to answer any questions you may have. 


Booth No. 32 
Wm. P. Poythress & Company 


Richmond, Virginia 


The Poythress exhibit will feature Solfoserpine, the new 
distinctive reserpine-Solfoton formula combination; Mu- 
drane, so timely in the present asthma season; and the 
other well-established Poythress specialties: Solfoton, 
Trocinate Panalgesic, T C S and Uro-Phosphate. We 
invite your visit and request for trial supplies of any of 
these Poythress specialties. Mr. R. C. Crump will be our 
stafing representative. 


Booth No. 33 
Geigy Pharmaceuticals 


Yonkers, New York 


The Geigy exhibit will feature BUTAZOLIDIN and 
BUTAZOLIDIN-ALKA, potent non-hormonal agent ef- 
fective against arthritis and against inflammation such 
as superficial thrombophlebitis; PRELUDIN, non-amphe- 
tamine appetite suppressant virtually free of CNS stimu- 
lation; STEROSAN-HYDROCORTISONE Cream and 
Ointment, for comprehensive control of a wider range of 
dermatoses; MEDOMIN, which provides “natural” sleep; 
SINTROM, the reliable oral anticoagulant especially 
suited for long term therapy; and DULCOLAX supposi- 
tories and tablets for the activation of normal colonic 
peristalsis in constipation. 
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Booth No. 34 


Lederle Laboratories Division 
American Cyanamid Company 
New York, New York 


Booth No. 35 
Sandoz Chemical Works 


Hanover, New Jersey 


BepHan Space Tabs—new approach to prolonged main- 
tenance of low gastric acidity. 

BELLERGAL Space Tabs—assures around the clock 
control of functional complains (example—menopause 
symptoms) in the periphery where they originate. 

FIORINAL a new approach to therapy of tension head- 
ache and other head pain due to sinusitis and myalgia. 

Any of our representatives in attendance will gladly 
answer questions about these and other Sandoz products. 


Booth No. 36 
Doho Chemical Corporation 
New York, New York 


AURALGAN, ear medication in otitis media and re- 
OTOSMOSAN, effective non-toxic 
fungicidal and bactericidal (gram negative-gram_posi- 
tive) in the suppurative and aural dermatomycotic ears. 
RHINALGAN, nasal decongestant free from systemic or 
circulatory effect and equally safe to use on infants as 
well as the aged. NEW LARYLGAN, soothing throat 
spray and gargle for infectious and non-infectious sore 
throat involvements. TURGASEPT, ionic deodorizer 
aerosol spray, neutralizes odor immediately without floral 
masking or substituting a new odor. 

Mallon Chemical Corporation, subsidiary of the Doho 
Chemical Corporation, is also featuring: RECTALGAN, 
liquid topical anesthesia for relief of pain and discom- 
fiture in hemorrhoids, pruritus and perineal suturing. 
DERMOPLAST, aerosol freon propellant spray for fast 
relief of surface pain, itching, burns and abrasions. Also 
obstetrical and gynecological use. 


moval of cerumen. 


Booth No. 37 
Ciba Pharmaceutical Products 


Summit, New Jersey 


The Ciba exhibit will feature Tessalon a new agent to 
control cough. This preparation differs from other cough 
preparations in that it acts locally and it also suppresses 
the transmission of the cough reflex from the cough reflex 
center in the medulla. It is also in a very handy oval form 
as Perles which are designed for immediate release and 
rapid transmission to the blood stream. 


Booth No. 38 
Westwood Pharmaceuticals 
Buffalo, New York 


FOSTEX CREAM and FOSTEX CAKE are new, easy 
to use, therapeutically effective medicaticns in the treat- 
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ment of acne, dandruff and seborrheic dermatitis. They 
contain Sebulytic T (lauryl Sulfoacetate, alykl aryl poly- 
ether sulfonate and dioctyl sulfosuccinate), a unique com- 
bination of penetrating anionic soapless cleansers and 
wetting agents which are highly antiseborrheic and exert 
antibacterial and keratolytic effects—enhanced by sulfur, 
salicylic acid and hexachlorophene. 

FOSTEX CREAM is applied as a therapeutic skin wash 
in the initial treatment of acne, when maximum degreasing 
and peeling are desired. Fostex Cake is used as a thera- 
peutic skin wash for maintenance therapy to keep the skin 
dry and substantially free of comedones. Fostex Cream 
is also used as a therapeutic shampoo in dandruff. 


Booth No. 39 
Desitin Chemical Company 
Providence, Rhode Island 


DESITIN OINTMENT—pioneer CLO ointment for 
treatment of burns, ulcers, diaper rash, abrasions, etc. 
DESITIN POWDER, saturated with CLO, dainty, re- 
lieves chafing, sunburn, diaper rash, etc. DESITIN 
HEMORRHOIDAL SUPPOSITORIES and RECTAL 
OINTMENT, relieve pain and itching, promote healing, 
give comfort in uncomplicated hemorrhoids, fissures. No 
anesthetics or styptics. DESITIN BABY LOTION, pro- 
tective, antiseptic, emollient, contains no mineral oil, 
cleanses baby skin with tender care. DESITIN ACNE 
CREAM, a non-staining, flesh-tinted “Medicream” for 
the treatment of acne vulgaris, skin blemishes, effective in 
removal of skin oiliness. Antiseptic. DESITIN COS- 
METIC AND NURSERY SOAP, supermild, pleasantly 
scented, antiseptic and deodorant. 


Booth No. 40 
R. J. Reynolds Tobacco Company 


Winston-Salem, North Carolina 


Welcome to the R. J. Reynolds Tobacco Company Ex- 
hibit! You are cordially invited to receive a cigarette 
case (monogrammed with your initials) containing your 
choice of CAMEL, WINSTON Filter, Menthol Fresh 
SALEM, or CAVALIER King Size Cigarettes. 


Booth No. 41 
Pfizer Laboratories 


Brooklyn, New York 


Visit the Pfizer display which features Cosa-Tetracyn, 
Cosa-Terramycin and Cosa-Signemycin, Pfizer’s glucosa- 
mine potentiated antibiotics. The Pfizer representative 
will be pleased to provide you with information on the 
Company’s broad line of antibiotics and specialty products. 


Booth No. 42 
Parke, Davis and Company 
Detroit, Michigan 
Members of our medical service staff will be in at- 


tendance at our exhibit to discuss important Parke-Davis 
specialties which will be on display. 
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Booth No. 43 
Ames Company 
Elkhart, Indiana 


Booth No. 44 
Mead Johnson and Company 


Evansville, Indiana 


The Mead Johnson exhibit has been arranged to give 
you the optimum in quick service and product informa- 
tion. To make your visit productive, specially trained 
representatives will be on duty to tell you about their 
products. 


Booth No. 45 
W. B. Saunders Company 
Philadelphia, Pennsylvania 


New Saunders titles of special interest are: Roberts— 
Difficult Diagnosis; Flint-—Emergencies; von Oettingen— 
Poisonings; and Hollender—Psychology of Medicine. 

Our whole line of Clinical books will be at the Saunders 
booth. 


Booth No. 46 
Charles C. Haskell & Company 
Richmond, Virginia 


Featuring BELBARB, used for over 20 years in peptic 
ulcer, gastrointestinal hypermotility, simple anxiety re- 
actions and tension states, etc, and the HASAMAL 
family of analgesics. Introducing BELBARMINE, a 
combination of the BELBARB formula with d-ampheta- 
mine for appetite suppression and simple anxiety tension 
states. 


Booth No. 47 
Ortho Pharmaceutical Corporation 


Raritan, New Jersey 


Ortho cordially invites you to their booth where DEL- 
FEN Vaginal Cream, Ortho’s most spermicidal contracep- 
tive, will be featured. Also on display will be RARICAL 
Iron-Calcium Tablets, an effective iron calcium com- 
pound for use in iron deficiency anemias and in all cases 
requiring calcium supplementation. RARICAL Iron-Cal- 
cium with Vitamin Tablets, a complete prenatal supple- 
ment, will also be displayed. Ortho representatives will 
be happy to meet you and answer any questions you may 
have on Ortho products. 


Booth No. 48 
Sanborn Company 
Waltham, Massachusetts 
Visitors at the Sanborn Company booth will have full 
opportunity to see and have demonstrated the outstanding 
new portable VISETTE (18-pound, transistorized ECG) 
together with the popular Model 51 Viso-Cardiette, as 
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well as latest models of other instruments for cardiavas- 
cular (and other) diagnostic use. 

In addition, there will be demonstrations and/or data 
available on all Sanborn research recording systems— 
direct-writing, photographic and tape; on supplementary 
oscilloscopes; and on physiologic transducers. 


Booth No. 49 
Dome Chemicals 
New York, New York 


Dome proudly presents the ACNE-DOME Group for 
complete Acne Therapy; DOMERINE SHAMPOO for 
scalp seborrhea; the most comprehensive series of topical 
corticosteroids—CORT-DOME, NEO-CORT-DOME, 
COR-TAR-QUIN, CORT-QUIN, HIS-A-CORT-E, ES-A- 
CORT, ACNE-CORT-DOME, many in both Creme and 
Lotion form, ACID MANTLE Creme and Lotion for 
housewives’ eczema; a complete line of Wet Dressings 
including DOMEBORO and SOY-BORO Powder Packets, 
and the new SOYALOID COLLOID BATH containing 
the unique Colloidal Soy Bean Complex. 


Booth No. 50 
Ross Laboratories 


Columbus, Ohio 
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As adjunct to the physician’s oral reassurance of anx- 
ious new parents, the ROSS DEVELOPMENTAL SERIES 
offers visual materials (INDIVIDUAL CASE RECORDS, 
BEHAVIORAL DEVELOPMENT FOLDERS, EMO- 
TIONAL DEVELOPMENT BOOKLETS). Current con- 
cepts stress the development of the infant as a whole 
being. Physiologic infant feeding may be discussed with 
your SIMILAC representative. 


Booth No. 51 
Zimmer-Baxter Associates 


Charlotte, North Carolina 


Booth No. 52 
Peoples Drug Stores 
Washington, D. C. 


Peoples Drug Stores are deeply grateful to the physi- 
cians of Virginia for their continued cooperation and 
support. The members of The Medical Society of Vir- 
ginia, in attendance at the annual meeting in Richmond, 
are cordially invited to visit our booth. Representatives of 
our Company will be on hand to greet you and furnish 
information concerning the professional services offered 
to physicians. 
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Woman’ Auxthiary.... 


President __ Mrs. John R. St. George, Portsmouth 
President-elect_________Mrs. Charles A. Easley, Danville 
First Vice-President__Mrs. Girard V. Thompson, Danville 
Second Vice-President 

Mrs. George K. Brooks, Jr., Richmond 
Third Vice-President__Mrs. Robert H. Detwiler, Arlington 
Recording Secretary____Mrs. James R. Grinels, Richmond 
Corresponding Secretary Mrs. Howard I. Kruger, Norfolk 
Treasurer___._.Mrs. Wyndham B. Blanton, Jr., Richmond 
Parliamentarian____ Mrs. Richard M. Reynolds, Norfolk 


Historian__ _.Mrs. Hawes Campbell, Richmond 


PROGRAM 
of the 
Thirty-sixth Annual Convention 
Richmond, Virginia October 12-15, 1958 


Headquarters—Hotel Jefferson 


A cordial invitation is extended to all members of the 
Woman's Auxiliary to The Medical Society of Virginia, 
their guests and the wives of physicians attending the 
convention to participate in all social functions and attend 
the general meeting of the Auxiliary. 

Information and tickets for luncheon and tour of homes 
will be available at the registration desk. Luncheon reser- 
vations will close at 10:00 a.m. on Tuesday. 


Registration Hours 
Sunday, October 12-_- _..5:00 p.m. to 7:00 p.m. 
Monday, October 13 9:00 a.m. to 4:00 p.m. 
Tuesday, October 14 9:00 a.m. to 10:30 a.m. 


Please register promptly upon arrival and receive badge. 


Monday, October 13 
9:30 A.M.—Continental Breakfast, Colony Club, Hotel 
Jefferson 
All registered guests invited. 


10:00 A.M.—Pre-Convention Board Meeting, Colony Club 
All State Officers, Directors and Committee Chairmen, 
County Presidents and Presidents-elect are expected 
to attend. 
Mrs. J. R. St. George, President, presiding. 


2:00 P.M.—Tour of homes 
Admission—$3.00. Proceeds to be contributed to the 
Sheltering Arms Hospital. Sponsored by the Woman's 
Auxiliary to the Richmond Academy of Medicine. 
Transportation furnished for registered guests. 


2:00 to 5:00 P.M.—Tea at the home of Dr. and Mrs. 
Donald S. Daniel, 203 Ampthill Road, Richmond. 

All registered guests invited. Transportation furnished 
only to those attending tour. 


Tuesday, October 14 


9:00 A.M.—Formal Opening of the Thirty-sixth Annual 
Convention of the Woman's Auxiliary to The Medical 
Society of Virginia, Flemish Room—Hotel Jefferson 
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Mrs, J. R. St. George, President, presiding. 

All women attending the convention cordially invited. 

Invocation—Mrs. Hawes Campbell, Convention Chap- 
lain 

Pledge of Loyalty: 

I pledge my loyalty to the Woman’s Auxiliary to the 
American Medical Association. I will support its 
activities, protect its reputation, and ever sustain its 
high ideals. 

Address of Welcome—Mrs. William F. Grigg, Jr., 
President, Woman's Auxiliary to the Richmond 
Academy of Medicine. 

Response—Mrs. Lemuel E. Mayo, Immediate Past- 
President, Woman's Auxiliary to the Portsmouth 
Academy of Medicine. 

Convention Announcements—Mrs. George K. Brooks, 
Jr., Chairman of Arrangements. 

Roll Call of Auxiliaries—Mrs. James R. Grinels, Record- 
ing Secretary. 

Minutes of the Thirty-fifth Annual Meeting—Mrs. 
Grinels. 

Introduction of Honored Guests—Mrs. E. Arthur Under- 
wood, of Vancouver, Washington, President of the 
Woman's Auxiliary to the American Medical Associa- 
tion; Mrs. Walker L. Curtis, of College Park, 
Georgia, President of the Woman's Auxiliary to the 
Southern Medical Association, and Mrs. Kalford W. 
Howard, of Portsmouth, Virginia, First Vice-Presi- 
dent of the Woman's Auxiliary to the Southern 
Medical Association. 

Presentation of the President of The Medical Society 
of Virginia, Dr. Harry C. Bates, Jr.—Mr. Robert I. 
Howard, Executive Secretary. 

Greetings—Dr. Harry C. Bates, Jr. 

In Memoriam—Mrs. Lee S. Liggan 

Remarks by the President and Recognition of State 
Officers and Committee Chairmen—Mrs. John R. St. 
George. 

Report of Credentials Committee — Mrs. R. Bruce 
Lawrence 

Report of the Treasurer—Mrs. Wyndham B. Blanton, 
Jr. 

Courtesy Resolutions—Mrs. Maynard R. Emlaw 

Unfinished Business 

New Business 

Recommendations from the Board 

Report of the Nominating Committee — Mrs. A. B. 
Gravatt 

Election of Officers 

Presentation of Representatives from the Crippled Chil- 
dren’s Hospital—By Mrs. Rufus Brittain, Chairman 
Philanthropic Fund. 

Report of Delegates to Annual Convention of the 
Woman's Auxiliary to the American Medical Asso- 
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ciation, Held in San Francisco, California, June 23- 
27, 1958—Mrs. William F. Grigg, Jr., Chairman 
Guest Speakers: 
Mrs. E. Arthur Underwood, President, Woman's 
Auxiliary to the American Medical Association. 
Mrs. Walker L. Curtis, President, Woman’s Auxiliary 
to the Southern Medical Association. 


Adjournment. 


12:30 P.M.—Inaugural Luncheon, Commonwealth Club 
Mrs. John R. St. George, President, Presiding. 
Invocation—Mrs. Hawes Campbell 
Presentation of Honored Guests 
Luncheon 
Installation of Officers—Mrs. E. A. Underwood 
Presentation of President’s Pin and Gavel—Mrs. J. R. 
St. George 

Presentation of Past-President’s Pin — Mrs. Lee S. 
Liggan 

Inaugural Remarks—Mrs. Charles A. Easley 

Convention Acknowledgments—Mrs. George K. Brooks, 
Jr. 

Fashions by Montaldo 


Adjournment. 


3:30 P.M.—Post-Convention Board Meeting — Mrs. 
Charles A. Easley, President, presiding. Colony Club 


All new State Officers, Directors, Committee Chairmen, 
County Auxiliary Presidents and Presidents-elect are 
expected to attend. 


Wednesday, October 15 


8:30 A.M.—Past-Presidents Breakfast — Mrs. Lee S. 
Liggan, Chairman. 


COMMITTEE ON ARRANGEMENTS 


General Chairman—Mrs. George K. Brooks, Jr. 
Co-Chairman—Mrs. William F. Grigg, Jr. 
Credentials—Mrs. R. Bruce Lawrence 

Finance and Registration—Mrs. Wyndham B. Blanton, Jr. 
Hospitality—Mrs. Carl S. Lingamfelter 
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Luncheon—Mrs. Gilman R. Tyler 


Coffee Hour, Meeting Places and Pages—Mrs. Raymond 
C. Hooker, Jr. 


Exhibits—Mrs. Martin Markowitz 
Publicity—Mrs. James K. Hall 


Corresponding Secretary, Printing and Supplies—Mrs. L. 
Benjamin Sheppard 


Flowers—Mrs. Frederick E. Vultee 


Fairfax. 


At the monthly luncheon of this Auxiliary on 
April 1st, the following officers were installed: Presi- 
dent, Mrs. Thomas Haggerty; president-elect, Mrs. 
Carl Parker; corresponding secretary, Mrs. John 
Prominski; recording secretary, Mrs. Joseph Pro- 
venzano; and treasurer, Mrs. Gerard Inguagiato. 

On April 15th, the Auxiliary was hostess to the 
Arlington and Alexandria auxiliaries at a luncheon. 
Mrs. St. George and Mrs. Easley, president and 
president-elect of the State Auxiliary, were guests of 
honer. 


Northampton-Accomac. 


This Auxiliary held its summer meeting on July 
15th at the cottage of Mrs. W. T. Green, Jr., at 
Tankard’s Beach. There were twenty-four members 
present. Officers for 1959 were elected as follows: 
President, Mrs. Milton Kellam; vice-president and 
president-elect, Mrs. W. C. Henderson; secretary, 
Mrs. R. W. Wingfield; and treasurer, Mrs. Wayne 
Mears. 


Mrs. Isadore S. Zfass, 


A member of the Auxiliary to the Richmond Acad- 
emy of Medicine, was recently elected first vice-presi- 
dent of the newly organized Woman’s Auxiliary to 


the American Electroencephalographic Society. 
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Fditorial.... 


The History of the 45th General Hospital 


T IS DIFFICULT to write about the usual medical matters when so many excellent 

books are being published by or about medical men in Virginia. “From Lee to 
Bari,” a history of the 45th General Hospital during World War II, is the most recent 
example of an outstanding volume which should not be permitted to pass without 
mention. 


This 500 page account of the manifold activities of this general hospital was pre- 
pared by Dr. Alton D. Brashear of Richmond, who was Chief of the Dental Service 
for virtually the entire period of the unit’s activity. In the preface the author stated 
he was prompted to write this book as a companion volume to the history of “Base 
Hospital No. 45 in the Great War”, as a tribute to the sponsoring Medical College of 
Virginia and as a memorial to those members who died in service. Worthy as these 
objects were, there was no need to justify the preparation of this most readable and 
thoroughly documented account of the activities of 200 Virginians who served in the 
medical, dental and administrative corps, as well as several hundred nurses and well 


over a thousand enlisted men from every state in the Union. 


While it appears next to impossible to pass the knowledge gained in one war to those 
whose lot it is to fight the next, if such can be done the lessons learned and recorded 
by the 45th General Hospital should be of inestimable value. If only the total num- 
ber of admissions and deaths are recalled, a level of accomplishment was achieved 
which may, at some future time, be equalled but hardly surpassed. At Rabat and sub- 
sequently at Naples and Bari, a total of 35,844 patients were admitted. Sixty-five 
died or less than one for every 500 admissions. Under the existing circumstances a 
death rate of 0.18 per cent approaches perfection. 

The record made by this group in history’s greatest war should have been recorded 
and could not have been prepared in a more adequate fashion. It is hoped that some 
former member of the 8th Evacuation Hospital will perform a similar service for the 


excellent unit raised at the University of Virginia by the late Staige D. Blackford before 


this valuable information becomes dissipated by the vagaries of memory. 


H.J.W. 
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Currant Currents 


MEDICARE funds of $70.2 million have been approved by the Congress, which has 
let it be known that it does not expect the military services to exceed that figure. The 
Department of Defense has, therefore, outlined certain restrictions which will be im- 
posed on the program beginning October 1. They are: 


1. Dependents living with sponsors will use military facilities, unless such facilities 
are unavailable and dependents’ cards so certified. 


2. New and first trimester maternity patients, living with sponsors, must, after Oc- 
tober 1, use military facilities unless special authorization is granted for civilian care. 
Second and third trimester patients, under civilian care October 1, may continue. 
However, if change of physician is made, patient must use military facility unless 
special authorization is secured. 


3. All services “not clearly specified in law” will be discontinued in civilian facili- 
ties for patients living with or apart from sponsors. These discontinued services in- 
clude injuries not requiring hospitalization, termination visits prior to hospitaliza- 
tion, tests before and after hospitalization, well baby visits, elective surgery and nervous 


and mental diseases. 


Eligible dependents not residing with sponsors retain freedom of choice. Civilian emer- 
gency care will continue. In those areas having more than one military facility, com- 


manders will establish clearing points to assure optimum use of all service hospitals. 


A FIELD SURVEY of 25 skilled nursing homes in various sections of the nation is be- 
ing conducted by the AMA Council on Medical Service. The primary purpose of the 
survey is to obtain data that will aid in developing recommended guides and standards 
governing medical care in nursing homes. The Council is anxious to secure information 
on such phases of nursing home operation as nursing care, food service, social service, 
staffing, personnel policies and costs. Tentative plans call for a result of the survey, along 
with suggested standards for medical care and supervision, to be published this fall. 


DID YOU KNOW that approximately 53 per cent of fatal home accidents occur in 
the bedroom. According to recent statistics, this is almost 3.5 times greater than the ac- 
cident rate for living and dining rooms. 


It has also been reported that one out of every 18 persons in the United States suffered 
a disabling injury last year. 


CONGRATULATIONS to“The AMA News”, which made its debut on August 11. 
The News is a fortnightly publication with a new concept of reporting news to physi- 


cians. The purpose of the News is to help physicians better understand the day to day 
problems that go with the practice of medicine. 


_ The publication will keep physicians informed on legislation, business, court decisions 
in the medico-legal field and other news of particular interest. It will even carry ar- 
ticles on travel, sports, hobbies and the arts. This is truly the physician’s newspaper and 
might well become medicine’s greatest conduit of communication. 


INQUIRIES have been received concerning organizations listed as the American Regis- 
try of Doctor’s Nurses and Certified Nurses Aids of America, Inc. From information 
received from the American Nurses Association and the Virginia State Nurses Associa- 
tion, it appears that these organizations are commercial in nature and are not recog- 
nized by professional associations in the health field. 


“THE MEDICINE MAN” is the title of a new film just completed by the American 
Medical Association. Prepared especially for airing over local television stations under the 
auspices of local medical societies, this 27-minute production dramatically pinpoints 
the fight against quackery in the food and nutrition field. It singles out problems which 
stem from health lecturers who travel from town to town giving misinformation on 
nutrition as a tie-in to plugging their products of questionable merit and from door to 
door salesmen who misrepresent the value of nutritional products. The film also shows 


how the medical profession cooperates with the Food and Drug Administration and such 
agencies as the National Better Business Bureau. 


Prints will be available to local medical societies after September 15. They may be se- 
cured from the AMA TV Film Library. 


A GROUP PRACTICE ROSTER is now in the process of being completed by the 
AMA. Thus far, information has been received on 989 groups located in the United 
States, Hawaii and Canada. Verification sheets have been sent to those groups already 
on file. Physicians who practice in groups of two or more, and have not received a 
check sheet, are invited to send the following information to the AMA Council on 
Medical Service: group practice name, address, office building (indicate whether rented 
or owned), number of physicians and the specialties represented. 


ALL ROADS LEAD TO RICHMOND FROM OCTOBER 12-14. MAKE SURE 


YOU ATTEND THE ANNUAL MEETING 
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Nens.... 


New Members. 


Since the list published in the August issue of the 
Monthly, the following new members have been 
admitted into The Medical Society of Virginia: 


James Perry Charlton, M.D., Virginia Beach 
William F. Enos, M.D., Fairfax 

Allan Hall, M.D., Arlington 

Robert William Iden, M.D., Warrenton 
William Rayner Johnson, M.D., Winchester 
James Louis Keating, M.D., Arlington 

Alvin B. H. Mirmelstein, M.D., Newport News 
William Floyd Olinger, M.D., Big Stone Gap 
Lawrence Joseph Zaino, M.D., Hampton 


Headquarters Building. 


It is hoped that by the time this issue of the 
Monthly reaches you, the staff of The Medical So- 
ciety of Virginia will be in the process of packing 
up to move to the new headquarters at 4205 Dover 
Road, Richmond. 

The building will be open for inspection to our 
members at any time, but more specifically it will 
be dedicated and open-house held during the time 
of the annual meeting in Richmond, October 12-14. 
It is hoped that all of our members and their guests 
will avail themselves of the opportunity to inspect 
their new headquarters as it is a building of which 
you should be very proud. 


New Medical Exhibit at Jamestown. 


The exhibit, which includes an early Virginia hos- 
pital and 17th century surgical instruments and 
medical books, shows how ill-prepared early settlers 
were in coping with health problems. The hospital 
model is a replica of one built near the James River 
Rapids (now the lower part of Richmond). Three 
of the instruments used by colony physicians during 
the 1600’s for amputation of limbs are displayed. 
There are also rare medical treatises on display. 

All items in the new exhibit were loaned by the 
history section of the Richmond Academy of Medi- 
cine. Other cooperating groups sponsoring the ex- 
hibit include the Medical College of Virginia Foun- 
dation, The Medical Society of Virginia and the 
Virginia Academy of General Practice. 

The exhibit is open from 9:00 A. M. to 5:00 P. M. 
daily. 
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Dr. June C. Shafer, 


Arlington, has been elected as secretary-treasurer 
of the Washington Dermatological Society. Dr. Ray- 
mond Osbourn is chairman and Dr. Peter N. Hor- 
vath, vice-chairman. Both are of Washington, D. C. 
Meetings are held in Washington on the fourth 
Thursday of every month from September through 
May. 


Dr. A. E. Powell, 


President of the Madison County Recreation Cen- 
ter was honored recently for his contributions to 
the Center. He was cited for his efforts in obtaining 
a swimming pool for the center and for his work 
in its development. Dr. Powell was presented with 
a silver tray on behalf of the organization. 


Conference on Mental Retardation. 


Dr. Benedict Nagler, Superintendent of the Lynch- 
burg Training School and Hospital, Colony, an- 
nounces a Conference on Research and Training in 
the Field of Mental Retardation to be held at The 
Training School on September 11 and 12. The Con- 
ference has been made possible by a Mental Health 
Project Grant from the Public Health Service. Out- 
standing leaders in psychiatry, neurology, psychol- 
ogy, education, social work, and nursing will address 
the meeting. The Conference is open to all profes- 
sionally interested in Mental Retardation and fur- 
ther information may be obtained from Dr. Nagler. 


Dr. William D. Prince, 


Trial justice and country court judge in Sussex 
County, has retired from the bench after twenty-six 
years of service. He practiced medicine from 1895 
to 1932. Dr. Prince is eighty-six years of age and 
is one of Sussex County’s most widely known citi- 
zens. He has tried 35,763 cases and “each one was 
handled with a characteristic humor, common sense 
and fairness.” 


Dr. John B. Gorman 


Has returned to Lynchburg and will be associated 
with his father, Dr. James R. Gorman, in the prac- 
tice of ear, nose and throat diseases. He has recently 
been with the department of otolaryngology of the 
University of Virginia School of Medicine where he 
also held a fellowship in otolaryngology for 1955-56. 
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Health Awards 


Once again The Medical Society of Virginia has 
recognized the contributions to health being made by 
members of the 4-H Club. Dr. J. R. York, Berry- 
ville, recently represented the Society and its Com- 
mittee on Rural Health at a special award ceremony 
in Blacksburg. 

The award recipients from left to right are: Jackie 
Insley, York County; Dr. York; Linda Murphy, 
Clark County; Joseph Vasko, III, Henrico County; 
and Carolyn Morrison, Rockbridge County. 


The Radford Community Hospital 

Held their Fourteenth Annual Banquet and Scien- 
tific Program on July 24th. The guest speaker was 
Dr. Earl D. McBride, Clinical Professor of Ortho- 
paedic Surgery, Oklahoma University School of 
Medicine, and Chief of Staff of the Bone and Joint 
Hospital and McBride Clinic, Oklahoma City, Okla- 
homa. His subject was Disability Evaluation. 


Dr. Paige E. Thornhill, 

Norfolk, has been appointed by Governor Almond 
to a Commission to Study Problems Relating to 
Children Born out of Wedlock. 

Dr. William D. Keck 


Has recently joined the Staff of Saint Albans 
Psychiatric Hospital in Radford. Dr. Keck was 
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formerly a Fellow in Psychiatry and Assistant Clin- 
ical Director at Graylyn Hospital in Winston-Salem, 
North Carolina. 


The Eye Bank 


And Sight Conservation Society of Virginia has 
been asked to be affiliated with the National Eye 
Bank in New York City, and the director, Dr. E. G. 
Gill, Roanoke, has been elected a member of the 
Council. 


Tennessee Valley Medical Assembly. 


This Assembly, sponsored by the Chattanooga and 
Hamilton County Medical Society will be held at 
the Read House, Chattanooga, September 29th and 
30th. Speakers include Dr. Owen H. Wangensteen, 
Minneapolis; Dr. William R. Arrowsmith, New Or- 
leans; Dr. John Parks, Washington, D. C.; Dr. Paul 
E. McMaster, Los Angeles; Dr. E. Perry McCul- 
lagh, Cleveland; Dr. Merrill O. Hines, New Or- 
leans; Dr. Vincent J. Collins, New York; Dr. Mc- 
Lemore Birdsong, Charlottesville; Dr. Manuel R. 
Lichtenstein, Chicago; Dr. John R. Snavely, Uni- 
versity of Mississippi; Dr. Kenneth M. Warren, 
Boston; Dr. Robert Greenblatt, Atlanta; Dr. Julian 
Ruffin, Durham; Dr. Francis Chamberlain, San 
Francisco; Dr. Richard H. Overholt, Boston; Dr. 
William Altemeier, Cincinnati; Dr. Waltman Wal- 
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ters, Rochester; and Dr. Herbert Rattner, Chicago. 

The program is approved for postgraduate study, 
Category I, for members of the American Academy 
of General Practice. Further information may be 
chtained from the Tennessee Valley Medical Assem- 
bly, 109 Medical Arts Building, Chattanooga 2, 
Tennessee. 


Symposium on Carcinoma of the Colon and 
Rectum. 


This symposium will be presented at the annual 
scientific session of the American Cancer Society to 
be held October 20-21 at the Biltmore Hotel, New 
York. 
and Etiology of Cancer of the Rectum and Colon, 
Diagnosis of Cancer of the Colon and Rectum, Meet- 
ing the Problem of Spread of Cancer of the Colon 
and Rectum, and the Treatment. 


There will be discussions on Pathogenesis 


Inquiries concerning this program should be ad- 
dressed to Director, Professional Education, Ameri- 
can Cancer Society, Incorporated, 521 West 57th 
Street, New York 19, New York. 


American Rhinologic Society. 


This Society will hold its fourth annual meeting 
in the Palmer House, Chicago, October 17-18. Among 
the topics to be discussed will be pulmonary and 
nasal physiology, laboratory and clinical aspects of 
bone transplants, hump removal, roof repair, and 
nasal process corrections. 

The profession is cordially invited to attend as 
guests and there will be no registration fee. For 
further information, write Dr. Robert M. Hansen, 
secretary of the Society, 1735 North Wheeler Avenue, 
Portland 17, Oregon. 


Wanted. 


Internist, residency completed, for well established 
Virginia group. Associated excellent hospital. Part- 
nership after one year. No stock to buy, no home 
calls, vacation, study and sick benefits. Apply to 
Box #500, care the Virginia Medical Monthly, P. O. 
Box 5085, Richmond 20. Send full information with 
first letter. (Adv.) 


For Sale. 


Office and equipment and/or home of Dr. W. H. 
Malan, Dublin, Virginia. Excellent 


opportunity for young physician to take over this 


Good terms. 
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practice. Reply to Dr. W. H. Malan, 420 LeHigh 
Street, Lake City, Florida. (Adv.) 


Wanted. 


A pediatrician for the Lebanon General Hospital, 
Inc., Lebanon, Virginia. 

A surgeon for the Clinchfield Hospital, Dante, 
Virginia. 

A general practitioner for Dante, Virginia. 

For information, contact Dr. W. C. Elliott, Leb- 
( Adv.) 


anon General Hospital, Lebanon, Virginia. 


Wanted to Buy. 


One used but fairly recent model, 100 or 200 MA 
x-ray machine with bucky, timers and table. Must 
be in excellent and usable condition and seller must 
guarantee same set up here before complete payment. 
Price must also be compatible with used equipment. 
Advise what you have, price and year of model. Not 
interested in other equipment as this desired unit 
will replace present unit. Contact Dr. W. B. Bar- 
ton, Stonega Hospital, Stonega, Virginia. ( Adv.) 


For Sale. 
X-ray unit. G. E. 


bucky table and accessories. 


Model DRF, 20 MA with 
Contact Dr. F. R. 
( Adv.) 


Crawford, Farmville, Virginia. 


Doctors Wanted. 


Expanding General Practice Group seeks addi- 
tional members under age 35. One and one-half 
years association prior to partnership is required. 
Inquiries invited. W. P. Locke Clinic, Hyde Park, 
New York. (Adzv.) 


Office Available. 


Doctors’ Suite available in medical building at 
very busy, large apartment community of 10,000— 
with immediate surrounding area of 20,000 more. 


Three rooms and bath. This is a wonderful oppor- 


tunity. Contact L. F. Kettell, 313 North Glebe 
Road, Arlington 3. Phone Jackson 2-5004. (Adv.) 


Doctor’s Suite Available. 

Crestview shopping center in Richmond. May 
share secretarial help and waiting room with dentist 
in adjoining suite. Phone ATlantic 8-2388. (Adv.) 
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Obituaries .... 


Dr. John William Rosser Smith, 


Charlottesville, died July 19th, at the age of 
eighty-two. He received his medical degree from the 
University of Virginia in 1900. Dr. Smith first 
practiced in Pocahontas County, West Virginia, and 
returned to Albemarle County in 1923 where he prac- 
ticed until his retirement in the mid 30’s. He was 
a Life Member of The Medical Society of Virginia, 
having joined in 1924. 

Dr. Smith is survived by his wife and three daugh- 
ters. 


Dr. Dan Oscar Nichols, 


Charlottesville, died July 24th, after a short ill- 
ness. He was fifty-seven years of age and a native 
of West Virginia. Dr. Nichols received his medical 
degree from the University of Virginia in 1926 and 
had practiced in Charlottesville since 1932. He had 
been a member of The Medical Society of Virginia 
for twenty-five years. 

Dr. Nichols is survived by his wife and two daugh- 
ters. 


Dr. William Hunt Walcott, 


Alexandria, died May 27th, at the age of seventy- 
five. He was a graduate of the Baltimore Medical 
College in 1908. Dr. Walcott was formerly a mem- 
ber of The Medical Society of Virginia. 


Dr. Mowry. 


Dr. George Edward Mowry, a member of this staff 
since 1953, died on June 3, 1958, at the age of 35 of acute 
myelogenous leukemia. He was born in Derry, Pennsy|- 
vania, the son of Victor R. Mowry and Nellie Hogg 
Mowry. 

Dr. Mowry received his B.A. degree from Washington 
and Jefferson College and was graduated in medicine 
from Temple University in 1952. Following graduation, 
he served a rotating internship at Riverside Hospital and 
then began the general practice of medicine at Wicomico, 
in Gloucester County. He was a member of the Mid- 
Tidewater Medical Association, American Association of 
General Practice, and The Medical Society of Virginia. 
Surviving him are his wife, the former Miss Cornelia 
Nye, a son and two daughters. 

During his few years of practice in Wicomico, Dr. 
Mowry built up a large and devoted following and was 
well established in the community. He quickly developed 
the tolerant understanding of the good physician and his 
patients respected and loved him. He continued to care 
for his most needy patients up to the last few weeks of his 
critical illness. He never lost his cheerfulness, or his 
hearty good humor, which was one of his finest charac- 
teristics. Our profession has suffered a real loss and he 
will be greatly missed by his patients and friends. 

Tuererore, Be Ir Resorvep, that the members of the 
Riverside Hospital Staff extend their deepest sympathy 
to the family of our departed colleague. 

Be Ir FurtHer Resotven that this resolution be recorded 
in the minutes of this meeting and copies sent to the 
family and to the Virginia Medical Monthly. 

Paut Hocc, M.D. 
WituiAM A. Reap, M.D. 
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Controls Stress 


Relieves Distress in smooth muscle spasm 


new 
Pro-Banthine ,,,, Dartal 


— for positive relief of cholinergic spasm. 


—a new and safer agent for normalizing emotions. 


7) PRO-BANTHINE WITH DARTAL offers you a 
5 new, specific and reliable control of visceral 
motor disorders, especially when these dis- 
orders are induced or aggravated by psychic 
tensions or anxiety. 


Pro-Banthine has won -wide clinical 

acceptance as the most effective drug 
; for controlling gastrointestinal hyper- 
motility and hypersecretion. 


Dartal, a new phenothiazine congener, 
offers greater safety, flexibility and 


Safer effectiveness in stabilizing emotional 
Stabilization of fe agitation. 
Emotion 


The combination of each drug in fully effec- 
tive doses in Pro-Banthine with Dartal gives 
a new means of approach to the medical 
management of functional gastrointestinal 
disorders mediated by the parasympathetic 
nervous system. 


Specific Clinical Applications: Functional 
gastrointestinal disturbances, gastritis, py- 
lorospasm, peptic ulcer, spastic colon (irri- 
table bowel), biliary dyskinesia. 

Dosage: One tablet three times a day. 
Availability: Aqua-colored tablets contain- 
ing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride). 


Gc. D. SEARLE « co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 


RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Austin I. Dopson, M.D. Guy W. Horsey, M.D. DoucLtas G. CHAPMAN, M.D. 
Urology General Surgery and Gynecology Internal Medicine 


Austin I. Dopson, Jr., M.D. F.,mer S. Ropertson, M.D. 
Urology James T. GIANnouLis, M.D. Internal Medicine 


G dG 
J. Epwarp M.D. T. E. STANLEY, M.D. 


Urology Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 
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Appalachian Hall 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, 


drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. 


EsTABLISHED 1916 


Asheville, North Carolina 


laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, 


a resort town, 


rest, convalescence, 


The Institution is equipped with complete 


which justly claims an all around 


climate for health and comfort. There are ample facilities for clasification of patients, rooms single or en suite. 


M. RAy GnriFFIN, JR., M.D. 
Kopert A. GriFFin, JR., M.D. 


For rates and further information write APPALACHIAN HALL, 


Mark A. GrirFin, Sr., M.D. 
Mark A. GriFFiIn, Jr., M.D. 


ASHEVILLE, N. C. 


THE 


KEELEY 
INSTITUTE 


447 W. Washington $#. 
GREENSEORSO, 
NORTH CAROLINA 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held in the Rich- 
mond Hotel, Richmond, Virginia, December 3, 
1958. The examinations will be held in the same 
hotel December 4-6, 1958, inclusive. All applica- 
tions and other documents pertaining to the 
examinations or to matters to be discussed by 
the Board must be on file in the Secretary's 
office on or before November 10, 1958. The Sec- 
retary of the Board is Dr. K. D. Graves, 631 
First Street, S. W., Roanoke, Virginia. 


Thompson 


Homestead 


School 


FOR EXCEPTIONAL 
CHILDREN 


Year round private 
home and school for 
infants, children and 
adults on pleasant 250 
acre farm near Char- 
lottesville. 


Write for booklet. 


Mrs. J. Bascom Tuompson, Principal 


FREE UNION 


VIRGINIA 
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A. F. MD: Medical Director 
Ben F. Fortune, MD: Associate Medical Director 
H. Dovenmuehle, MD: Consultant in Psychiatry 
oO In-patients are accepted in state of acute 
| 
| 
| | 
| 
| | | 
41 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “‘legitimately”’ sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 


Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 
ploying modern diagnostic and treat- : a 
JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 
. JAMES K. HALL, JR., M.D., Associate 
and recreational therapy—for nervous 
, : CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 
addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone EL 9-5701 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. HOWARD R. MASTERS Dr. JAMES ASA SHIELD DR. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ, JR. Dr. AMELIA G. Woop Dr. ROBERT K. WILLIAMS 
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@ “Understanding Care” @ 


x Skilled Nursing Care for Your Elderly and Chronic Patients 


AGED * CHRONICALLY ILL * INVALIDS * CONVALESCENTS 


Each Guest Under Care of His Own Doctor. 
24 hours daily care in a specifically built TELEPHONE Private and Semi-Private Rooms with 


52 Bed Nursing Home. Registered, grad- baths. Rates from $55 to $75 weekly 
uate nurse, and Res. M.C.V. Extern super- Mitton 3-277] for Bed, Board and General Nursing. 
vision. Trained Dietitian and orderly. 9 minutes from any Local Hospital. 


Wri Phon 2112 Monteiro Ave. 
Bernard Masion, Adm. TERRACE HILL NURSING HOME Vs: 


@ Kidde ATMO Fire Detection System Equippede 


SAINT ALBANS 


PRIVATE PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


La ze 


SG MMA 
W 
STAFF 
James P. King, M.D., Director 
James K. Morrow, M.D. Clara K. Dickinson, M.D. James L. Chitwood, M.D. 
Thomas E. Painter, M.D. Daniel D. Chiles, M.D. Medical Consultant 
on AFFILIATED CLINICS 
Psychology: 
a. Pt 4 D Bluefield Mental Health Center Beckley Mental Health Center 
P 525 Bland St., Bluefield, W. Va. 207% McCreery St. 
gg David M. Wayne, M.D. Beckley, W. Va. 
Don Phillips, Administrator W. E. Wilkinson, M.D. 
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Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE £. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


2 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


PRICES FOR REPRINTS 


of Articles Appearing in 
The Virginia Medical Monthly 


Trimmed Size 5x7 % ins. Type Page 3x5¥ ins. 
Minimum Order 100 Copies 


100 250 500 1,000 2,000 

4 pp. $ 6.90 $ 7.60 $ 9.20 $11.25 $15.75 
aa 12.30 13.90 15.20 19.55 27.05 
18.05 20.60 23.10 29.45 43.45 
aad 18.85 22.10 25.55 32.55 46.45 
26” 21.75 27.35 31.05 37.95 56.80 


Extra for | 
Covers 7.60 8.75 12..05 14.40 aah 
ENVELOPES: 

Printed 4.60 7.00 9.55 15.20 27.25 


Blank 1.40 3.20 5.05 9.55 19.00 


Prices F.O.B. Richmond, Va. Shipments will 
be sent postpaid if check sent with order. 


Orders must be placed before type is 
distributed. 


WILLIAMS PRINTING CO. 
11-13-15 North 14th Street 
RICHMOND, VIRGINIA 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


STAFF 


ELBYRNE G. GILL, M.D., F.A.C.S. | 

HOUSTON L. BELL, M.D. 

A. J. BERLOW, M.D. 

R. B. HARRIS, M.D. 

J. A. THURMOND, M.D. 

CHARLES E. LEBLANC 

DORIS L. JAMES, B.S., O.D. 
(Orthoptics and Contact Glasses) 


A Modern Fireproof Hospital, Specially De- 
signed and Equipped for the Medical and Sur- 
gical Care of Ophthalmology, Otolaryngology, 
Facio-Maxillary Surgery, Bronchoscopy and 
Esophagoscopy. 

Complete Laboratory and X-Ray Equipment. 

Physicians and Graduate Nurses in Constant 
Attendance, 

The Hospital offers a combined residency of 
four years to a graduate of an improved medical 
school, who has had an internship of at least 
one year in an approved hospital. 
For further information, address 
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Medicine: 


STUART CIRCLE HOSPITAL 


413-21 SruarT CIRCLE 


MANnrFrep CALL, III, M.D. 


M. Morris PINCKNEY, 
ALEXANDER G. 


Joun D. Catt, M.D. 
WynpHam B. Branton, Jr, M.D. 
FRANK M. BLanton, M.D. 
W. Powe Lt, M.D. 
Obstetrics and Gynecology: 
Wa. Durwoop Suceés, M.D. 
Sporswoop Rostns, M.D. 
Davin C. Forrest, M.D. 
Orthopedics: 
Bevertey B. Crary, M.D. 


Joun 


JAMES 


B. Darton, Jr., 


Pediatrics: 
Cuartes P. Mancum, M.D. 
Epwarp G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 


Mason, M.D. 


Anesthesiology: 


B. Moncure, 
Owen, Jr., M.D. 


Brown, 


M.D. 
III, M.D. 


M.D. 


M.D. 


RICHMOND, VIRGINIA 


Surgery: 
A. STEPHENS GRAHAM, M.D. 
CHaARLEs R. Rosins, M.D. 
CARRINGTON WILLIAMS, M.D. 
RicHarp A. Micnaux, M.D. 
CARRINGTON WILLIAMS, Jr., M.D. 

Urological Surgery: 

FRANK Pore, M.D. 

Oral Surgery: 

Guy R. Harrison, D.D.S. 

Plastic Surgery: 

Hunter S. Jackson, M.D. 

Roentgenology and Radiology: 
Frep M. Honces, M.D. 
L. O. Sneap, M.D. 
HunTER B. FrisCHKorN, 
C. Barr, M.D. 

Pathology: 

James B. Roserts, 

Physiotherapy: 

Miss ETHELEEN DALTON 

Director: 

Cuartes C. Houcs 


Jr., M.D. 


M.D. 


General Medicine 


LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 


WM. H. HARRIS, J 


JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, 


Orthopedic Surgery 
JAMES 


R., M.D. 
M.D. 


T. TUCKER, M.D. 


BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. 


Ophthalmology, Otolaryngology 


FRANCIS H. LEE, 


Treasurer 


M.D. 


: RICHARD J. JONES, 


General Surgery 


WEBSTER P. BARNES, M.D. 
JOHN H. RFED, JR., 
JOHN ROBERT MASSIE, 
JOSEPH W. COXE III, M.D 


Dental Surgery 


Obstetrics 


W. HUGHES — M.D. 
M.D. W. H. COX, M.D. 


JR., M.D. 
Bronchoscopy 


GEORGE AUSTIN WELCHONS, M.D. 


JOHN BELL WILLIAMS, D.D.S. 


Urology 


AUSTIN I. DODSON, 


CHAS. M. NELSON, 


AUSTIN L. DODSON, JR., M.D. 


Pediatrics 


Roentgenclogy 


JESSE N. CLORE: JR., 
M.D. STUART J. EISENBERG. MD. 
M.D. 
Pathology 
J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D 


HUBERT T. DOUGAN, M.D. 


BS., C.P.A. 


Free Parking for Patrons 


Anesthesiology 
HETH OWEN, JR., M.D. 


WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D 
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CHOICE OF THE MEDICAL 

FOR PROFESSIONAL 4 

LIABILITY INSURANCE ; : A SAINT PAUL AGENT IN YOUR 


OSE AS YOUR PHONE 


Virginia Head Office 
721 American Building 
Richmond 4, Virginia 
Phone MI 3-0340 


Complete | 
Printing and Binding Service 


Commercial, Book and Job Work, Catalogues—Publications 
Advertising Literature, Booklets—Broadsides 
Office and Factory Forms 
Loose-Leaf and Manifold Forms—Ledger Leaves and Loose-Leaf Binders 
Paper Ruling 
Complete Binding Equipment 


Complete Service Under One Roof 


Acquaint us with your requirements. We serve you efficiently and economically. 


Dial MI 3-1881 


WILLIAMS PRINTING CO. 


11-1315 North Fourteenth Street RICHMOND, VIRGINIA 


VirGINniA MepicaAL MoNnNTHLY 


FIRE any for your complete insurance needs... 
COMMUNITY AS CL 
HOME OF WEST FIFTH S ST. PAUL, MINN. 
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is peace, prosperity, and goodwill to- 
ward our fellow man—to invest our 
time in educating and 
learning; and our money 
in good citizens and fine 
institutions. 


One of the finest institu- 
tions of your State is Rich- 
mond Hotels Incorporated, 
one that maintains the highest modern 
hotel standards .. . one that combines 
the hospitality and charm of the old 
and the convenience and comfort of 
the new. 


John Marshall William Byrd 
King Carter Richmond 
Richmond Hotels Incorporated 


At All 
DEPENDABLE 


PRESCRIPTION SERVICE 
and 


SERVICE TO PHYSICIANS 


SAFE SERVICE DRUG STORES 


Prescription Specialists 


Martinsville, Va. 
Danville, Va. Altavista, Va. 
Winston-Salem, N. C. 


Lynchburg, Va. 
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“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 
far excelled... results with the many 
measures usually advocated.’’! 


pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skia 
bacteria without scrubbing. 


For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 

nonalkaline 

antibacterial 

LABORATORIES 
nonirritating, 

hypoallergenic. 
Contains 3% 

hexachlorophene. 
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Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A. 166137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


in “Chlorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 
‘Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 6: 1, September, 1957. 


MERCK SHARP & DOHME oivision ot merck & CO., tNc., Philadelphia 1, Pa. Oo) 
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(CHLOROTHIAZIDE) 


INITIATE THERAPY WITH 'DIURIL', ‘Orurit’ is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. [he dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., "INVERSINE") this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects offen observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' échlorothiazide); bottles of 100 and 1,000. 
*DIURIL' is a trade-mark of Merck & Co., Inc. 


Smooth, more trouble-free management of hypertension with 'DIURIL' 


— 
| i 
in 


TAKE A NEW LOOK AT FOOD 
ALLERGENS™-TAKE A LOOK 
AT NEW DIMETANE=:: 


In a recent 140-patient study’ DIMETANE gave “more relief or was superior to other anti- 
histamines,” in 63, or 45% of a group manifesting a variety of allergic conditions. Gave 
good to excellent results in 87%. Was well tolerated in 92%. Only 11 patients (8%) 
experienced any side reactions and 5, of these could not tolerate any antihistamines. 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- ae 
mine effects daylong or nightlong for 10-12 hours. Tablets (PARABROMDYLAMINE MALEATE) 


(4 mg. each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) ime ne. 


s made from f 


may be prescribed t.id. or q.i.d., or as supple- yum 


mentary dosage to Extentabs in acute allergic Robins) 
situations. A. H. ROBINS CO., INC., Richmond Gm 


20, Virginia. Ethical Pharmaceuticals of Merit Sask 1878. EXTENTABS® e TABLETS e ELIXIR 
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For the 
Discriminating 


Eye Physician 


Guild Optician 


Lynchburg, Virginia 


Ground Floor 


Exclusively Optical 


Depend on the Services of a 


A. G. JEFFERSON 


Allied Arts Bldg. 


in 
Richmond 


MEMBER FEDERAL DEPOSIT INSURANCE CORP. 
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in spasticity of the GI tract 


Pavatrine 


125 mg. 


barbital 
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neurotropic action plus mild 
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for “the butterfly stomach.” 
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C PETN + ATARAX) 


(@RANO OF HYOROKYZINE) 


ET. 2 For cardiac effect: PETN is “. .. the most effective drug 
why PETN: currently available for prolonged prophylactic treatment 
of angina pectoris.” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
why ATARAX? of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


why combine the two? Fer greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks .. . require less 
nitroglycerin ... have increased tolerance to physical effort 
...and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 
Dosage and Supplied: Begin with 1 to 2 yellow CarTRax “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
Division, Chas. Pfizer & Co., Ine, write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. : 
CARTRAX should be taken 30 to 60 minutes before meals, on a 


eontinuous dosage schedule. Use PETN preparations with caution 
*Trademark in glaucoma. 
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The medicine men of old and 
their mystical remedies have just about 


One of a Series of Newspaper Ads disappeared. Today, medical science knows 

: z the causes of most illnesses and has developed 
Directed to Your Patients medicines and treatments for their cure. 
and Our Customers... Occasionally, however, when you're ill, you may 


DRUG STORES’ 


get voodoo-medicine advice from self-appointed 
medicine men. If you do. . . disregard it. 

Always heed your physician, not superstitious 
neighbors. And, should your physician prescribe one 
of today’s modern drugs, entrust his 

prescription to Peoples for quick accurate service 
... priced with uniform economy. 


f\ 
( \ Bring Your Next Prescription to Peoples 


PEOPLES Certified 
PRESCRIPTIONS 


& AT ALL PEOPLES SERVICE DRUG STORES 


| 
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of infant feeding 


Standard one-formula mixture 


Normal infant nutrition requires approxi- 
mately 50 calories per pound of weight. Caloric 
distribution should be about 15% from pro- 
tein, 50% from carbohydrates and 35% from 
fat as formulated for the mixtures in the 
tables below. 


For young infants, a favorable hospital for- 
mula consists of a milk and Karo Syrup 
mixture, isocaloric with human milk, e.g. 20 
calories per ounce. 

WHOLE MILK FORMULA 

FORMULA 


AL CARB. Fat PROT. 
CAL. CAL. 

Whole milk 24 480 5% 36% 14% 
PROT. 

CAL. 


Water 22 _ - 
Karo Syrup 


EVAPORATED MILK FORMULA 

TOTAL CARB. FAT 
FORMULA 02. CALORIES CAL. CAL. 
Evaporated milk 11 484 
Water 22 
Karo Syrup 


36% 


An infant will usually take 2 to 3 ounces more 
than his age in months at 3 to 4 hour intervals 
to satisfy his appetite and nutritional needs. 
It is psychologically unwise to force prescribed 
amounts. Normally, the gain in weight of 6 
to 8 ounces a week during the earlier months 
gradually diminishes to 3 to 4 ounces a week 
by the end of the first year. The standard 
one-formula mixture not only provides ade- 
quate nutrition when vitamin supplements 
are added; it also provides educational oppor- 
tunities to prevent feeding problems. 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a 
superior dextrin-maltose-dextrose 
mixture because the dextrins are non- 
fermentable and the maltose is rap- 
idly transformed into dextrose which 
requires no digestion. 


Concentration: Volume for vol- 
ume Karo Syrup furnishes twice as 
many calories as similar milk modi- 
fiers in powdered form. 


Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and 
devoid of pathogenic organisms. 


Low Cost: Karo Syrup costs 1/5 
as much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians—Book of 
Infant Feeding Formulas with con- 
venient schedule pads. Write: Karo 
Infant Feeding Guide, Box 280, New 


ote, York 46, N.Y. 

* 

i=: CORN PRODUCTS REFINING COMPANY 
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all 


CREMOMYCIN 


SULFASUXIDINE®—PECTIN—KAOLIN™NEOMYCIN SUSPENSION 


regardless 
etiology 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin and SuLrasuxipine are trademarks of Merck & Co., Inc. 
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


pneumonitis 
adenitis 
sinusitis 
otitis 


bronchitis 


COMBINES: Traditional components for re- 
lief of the annoying symptoms of early upper 
respiratory infections... 


PLUS: Protection against bacterial compli- 
cations often associated with such conditions. 


TABLETS (sugar coated) 

Each contains: 

ACHROMYCIN® Tetracycline 
Phenacetin . 

Caffeine ..... 

Salicylamide ........ 

Chliorothen Citrate 


Bottles of 24 and 100. 


SYRUP (lemon-lime flavored, caffeine-free) 
Each ce. teaspoonful contains: 
ACHROMYCIN®* Tetracycline equivalent to 

Tetracycline HCl 125 meg. 
Phenacetin 120 mg. 
Salicylamide 
Ascorbic Acid (C) 
Pyrilamine Maleate . 
Methylparaben .... 
Propylparaben .. 


Bottle of 4 fi. oz. 


Adult dosage for ACHROCIDIN Tablets 
and new caffeine-free Syrup is two tablets 
or teaspoonfuls of syrup three or four times 
daily. Dosage for children adjusted accord- 
ing to age and weight. 

Available on prescription only. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


*Reg. U.S. Pat. Off. 


VIRGINIA MeEpIcAL MONTHLY 


c 
125 meg. | 
120 me. 
30 meg. 
150 mg. 
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Health 


% Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


ive your subscription order to a member of 
four local Medical Society Woman's Auxiliary, 
who can give you Special Reduced Rates. 


fA Good Buy in 
Dublic Relations 


Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By B. BLantTon, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
1105 West Franklin Street 
Richmond, Virginia 


Every Virginia Doctor Should 
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Generations of 
skill in the art 
of whisky making 
are reflected 

in the good taste 
of Johnnie Walker 
Scotch. Why not 
try some soon? 


BORN 1820 
... still going strong 


OHNNIE [WALKER 


SCOTCH WHISKY 


BLENDED SCOTCH WHISKEY, 86.8 PROOF. IMPORTED BY 
CANADA DRY CORPORATION, NEW YORK, N.Y. 
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Monilial 


overgrowth 
a factor 


utfereds and 260,000 units 
contul 125 mg. 
ant 
atin, eycline.. 
“against 
th. per Nystat:....the antifungal specific 
it is or tsp. provides icularly effective ov tor 
jay, particularly effective therapy far those 
jents 


during ap 
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COSA 


IN RESEARCH 


1. HIGHEST TETRACYCLINE SERUM LEVELS ** 
2. MOST CONSISTENTLY ELEVATED SERUM LEVELS* 
3. SAFE PHYSIOLOGIC POTENTIATION WITH A NATURAL HUMAN METABOLITE* 


AND NOW IN PRACTICE 


4. MORE RAPID CLINICAL RESPONSE**° 


‘5. UNEXCELLED TOLERATION***”* 


bs COSA COSA COSA 


| 


OSA-TETRACYN 

cosamine potentiated glucosamine potent 

mg... 125mg... CAPSULES (black 
SUSPENSION (orange flavored) 
2 oz, bottle, 125 mg. per tsp. (5 cc.) : 7 ee 
PEDIATRIC DROPS (orange flavored) 
10 cc., 5 mg. per drop (100 mg. per ce.) 
dropper 


PFIZER LABORATORIES 


NCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. \ 
(Jan.) 1958. 3. Waich, E.: Dent. Med. Wschr. (April) 1956. 4, Shalowitz, M.: 
ne) 1958: 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. T 
, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, 


COSA COSA COSA COSA COSA | 
pA COSA COSA COSA COSA Colm 
m COSA COSA COSA COSA COSA 4 
COSA COSA COSA COSA COs 
COSA COSA COSA COSA COSA | 
COSA COSA COSA COSA CO 
COSA COSA COSA COSA COSA | 
A C 
A - On 
ie A “COSA 
‘ 
iated,t 
A CSSA COSA COSA COSA 
COSA COSA COSA COSA COSA 
A COSA COSA COSA COSA COR 
COSA COSA COSA COSA 
| 
COSA 
| COSA COSA 
| 
Pfizer Science forthe world's well-being 
sich, H.; . W., and Staffa, A. W.: Ant. Med. & Clin. Therapy 
rapy 5:328 (May) 7. Stone, M. Li Sedlis, A., Bamford, J. and} 


PANTHO-F 0.2% CREAM... the dramatic inflammatory-suppressive, 


antiallergic, antipruritic effects of hydrocortisone 


plus the soothing, antipruritic, healing qualities of pantothenylol 


promptly alleviate itching, pain, swelling and inflammation, and 
accelerate healing in... 


atopic dermatitis (infantile eczemas, allergic eczemas, disseminated 
neurodermatitis, lichen chronicus simplex, eczematoid dermatitis, etc.) 


contact dermatitis (poison ivy, oak, sumac, drugs, 
cosmetics, metals, chemicals) 


i . 
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effective topical 
Steroid therapy 


no longer 
expensive! 
for the itching, 
inflamed skin 


ANTHO-F 


pruritic lesions PANTHO-F 0.2% cream provides: 
(intractable pruritus, pruritus ani, HYDROCORTISONE* 0.2% 
pruritus vulvae, senile vulvitis) 

PANTOTHENYLOL 2% 
seborrheic dermatitis in a stable, water-miscible cream base 


*2 mg. hydrocortisone per Gm. 
lichenified eczemas 


: Available in 15 Gm. 
stasis dermatitis and 2 oz, tubes; 1 tb. jars 


u. s. Vitamin corporation + PHARMACEUTICALS 
(Arlington-Funk Laboratories, division) * 250 East 43rd Street, New York 17, N. Y. 
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trial-and-error 


nfections? 


= The Upjohn Company, 


OP 


q 


ou che Bettie, Gach teaspeonfal (5 com 

Devage: 

Papsika Capsades 


For the ot moderately seute 
tions im infaets and chiidren, the 
mended dosage 1 per 18 
20 ths. Of Body weight per day, 
ia 2? 4 doses. Severe 
infectiom@ require bigher Gases, 
edutts 2 teaspeentuts 3 or 6 
type and severity of the 

ction, 


The 


Achievements 


...in Skin Diseases: In study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved*...absence of serious side effects specifically noted.’ 


...in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of arisTocorT corre- 
sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer 
which developed during prednisone therapy in 2 cases disappeared during 
arisTocort therapy).° 


» Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: 
J. A. M. A. 165:1821, (Dec 7) 1957. 

. Shelley, W. B., and Pillsbury, D. M.: 

Personal Communication. 

. Sherwood, A., and Cooke, R. A.: Personal Communication. 

. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
= at International Congress on Rheumatic Diseases, 

oronto, June 25, 1957, 

. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: 
Paper presented at Nephrosis Conference, Bethesda, Md., 
Oct. 26, 1957. 

9. Ibid.: Personal Communication. 

10. Barach, A. L.: Personal Communication. 

aan 11. Segal, M. S.: Personal Communication. 
=e. 12. Cooke, R. A.: Personal Communication. 

13. Dubois, E. L.: Personal Communication. 
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Triamcinolone LEDERLE 


-..in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.*. .. Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 


to control allergic rhinitis in a group of 42 patients, with an actual reduction of 
blood pressure in 12 of these.’ 


---in Other Conditions: Tyo failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of aristocort as possibly the most desirable steroid to date in treatment of 
the nephrotic syndrome.*:*. .. Prompt decrease in the cyanosis and dyspnea of 
pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 


tory to prednisone.'”1!-12, ., Favorable response reported for 25 of 28 cases of 
disseminated lupus erythematosus.’* 


Depending on the acuteness and severity of the disease under 
therapy, the initial dosage of aristocorr is usually from 8 to 20 mg. 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to aARIsTOCORT 

from prednisone indicate a dosage of arntstocort lower by about 4 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With arisrocort, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


ARisTocoRT is available in 2 mg. scored tablets (pink), bottles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100. 


> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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A few suggestions on how to give youn 
patient a diet he can “stick to” 


Low-Purine Diet 


@ A tasty casserole of eggplant and tomato 
layered alternately with cottage cheese makes a 
satisfying entree. Fresh vegetables like string 
beans and beets may be served with a subtle 
dash of lemon juice. Oyster stew can be creamy 
without cream when milk is bolstered with dry 
skim milk powder. 


Tuna-burgers nestle nicely in a nest of noodles. 


United States Brewers Foundation ; 
Beer— America’s Beverage of Moderation 


—and a glass 
of beer, with 
your consent, 

for a morale- 


booster 


Ham ’n egg rolls come hot with scrambled eggs, 
cold with egg salad. Fruits and gelatins make ex- 
cellent desserts and are easy to prepare. Corn 
or rice flakes do just as well. 


And with a glass of beer* —at your discretion 
—your patient will find his diet interesting and 
ample without straying from your instructions. 

*pH—4.3 (Average of American Beers) 


At Q sr, 


If you'd like reprints of this and 11 other dietary suggestions, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N.Y. 
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VirciIntA MepicaAL MonTHLY 


| 
Gelatin Gun 0 Rice 


Specializing in yout patients 
HOSPITAL, MEDICAL and SURGICAL 


insurance problems makes the local 


AMERICAN HEALTH agent 
a valued ‘doctor's aid" 


Your local AMERICAN HEALTH agent is a 
specialist...a career man in his chosen field. 
He earns a position of friendship and trust 
with efficient service and prompt handling of 
claims. He understands the problems of the 
medical profession. 


AMERICAN 
HEALTH 


INSURANCE CORPORATION 


300 St. Pau! Place, Baltimore 2, Md. 


Vor. 85, SEPTEMBER, 1958 


Claim 
— 
AMER/CAN 
} HEALTA 
INSURANCE) 
CORPORATION 
PARENTS 
me MAAGATINE - 
71 


Doctors, too, 


The reasons are fairly simple. Doctors 
like “Premarin,” in the first place, be- 
cause it really relieves the symptoms of 
the menopause. It doesn’t just mask them 
— it replaces what the patient lacks — 
natural estrogen. 

Furthermore, if the patient is suffer- 
ing from headache, insomnia, and arth- 
ritic-like symptoms before the menopause 


like ““Premarin’’ 


and even after, “Premarin” takes care 
of that, too. 

Women, of course, like “Premarin,” 
too, because it quickly relieves their 
symptoms and gives them a “sense of 
well-being.” 


“PREMARIN? 


conjugated estrogens (equine) 


Ayerst Laboratories * New York 16, New York * Montreal, Canada 


American Health Insurance Corporation 71 
American Medical Association — 61 


Ames Company, Inc. 


Inside Back Cover 


Bayer Company Division, The ah : « 
Brayten Pharmaceutical] Compary 19 
Burroughs Wellcome & Co. 12 
Corn Products Refining Company Pott eI 22-23, 58 
Davies, Rose & Co., td. ; 33 
Drug Specialties Inc. = 25 
Eli Lilly and Company 38 
First & Merchants National Bank ____..__.-_____.__ ‘ 53 
Gill Memorial Eye, Ear and Throat Hospital, Inc.___ 46 
Jefferson, A. G. 53 
Johnston-Willis Hospital 46 
Jones and Vaughan 7, 35 
Kayser-Roth Hosiery Company 
Lakeside 5 
Lederle Laboratories Insert, 16-17, 24, 32, 56-57, 60, 62, 68-69 
Medical Society of Virginia cone” 


Mer k Sharp &  cli:me _.10-11, 20-21, 50-51, 59, 73 
Parke, Davis & Company sh cnssatncestnaltiteds Inside Front Cover, 3 
Patterson’s Safe Se vic: Drug Stores —..-............... 49 
Peoples Service Drug Stores 
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Sea: 

Plyer’s Nursing Home, Mrs. 
Robins Co., Ine., A. H. 
Richmond Eye Hospital—Richmond Ear, Nose and 

Throat Hospi‘al 40 
Richmond Hotels Incorporated 49 
Riverside Convalescent Home a . 45 
Saint Albans - 44 
Schering 37 
Searle & Co., G. D. . 9, 39, 53 
Smith-Dorsey win 14 
Smith Kline & French Laboretories ..Back Cover 
State Board of Medical Examiners of Virginia, The jo an 
ft. Elizabeth's Hospital 40 
St. Luke’s Hospital ; 47 
St. Paul.Western Insurance Companics, The--- 45 
Stuart Circle Hospital 47 
Terrace Hill Nursing Home = ae 44 
Thompson Homestead School, The 41 
Tilden Company, The 86 
Tucker Hospital Inc. ---~------ 
United States Brewers Foundation ; 70 
Upjohn Company, The 66-67 
U. S. Vitamin Corporation ----- 64-65 
Vale Chemical Company, Inc., The “ 74 
Wallace Laboratories ‘Insert 
Westbrook Sanatorium 42 
White Cross Hospital 
Williams Printing Co. 46, 48 
Winthrop Laboratories 6, 29, 49 
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ARTHRITIS... 
GOUT? 


BENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


Vor. 85, SEPTEMBER, 1958 


GOUT—THE DIAGNOSTIC PROBLEM 


Clinical “curiosity” rather than 
clinical “instinct” is the key 

to accurate diagnosis of gout. 
Visible manifestations may not 
appear until late in the course 
of the disease. Moreover, the 
patient’s description of the pain 
and the site of the pain may not 
differ markedly from other 
articular disorders. 


THE FOLLOWING FINDINGS ARE HIGHLY 
INDICATIVE OF GOUT: (1) Tophaceous 
deposits resulting in irregular, 
asymmetrical deformity of joints; 
(2) Elevated serum uric acid levels 
(above 6 mg.%) ; (3) Pain relief 
with colchicine. When findings sug- 
gest gout, therapy with ‘Benemid’ 
should be started immediately. 


BENEMID®—AN EFFECTIVE URICOSURIC 
AGENT 


‘Benemid’ is firmly established 
as an effective and exceptionally safe 
uricosuric agent. ‘Benemid’ 
approximately doubles the 
excretion of uric acid; reduces 
serum uric acid levels toward 
normal; often prevents formation 
of new tophi, and gradually 
mobilizes existing uric acid 
deposits ; minimizes incidence and 
severity of future attacks. 


‘Benemid’ is of remarkably low 
toxicity — usually so low as to be 
clinically insignificant —even in 
patients who have been 

on uninterrupted therapy for almost 
a decade. The uricosuric effects 

of salicylates and ‘Benemid’ are 
mutually antagonistic and these 
compounds should not be 

used together. 

RECOMMENDED DOSAGE: 0.25 Gm. 

(14 tablet) twice daily for one week 
followed by 1 Gm. (2 tablets) daily 
in divided doses. 


Gs) MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 


BENEMID is a trade-mark of Merck & Co., Inc. 
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| diagnosis: hypertension, moderate to severe 


prescribed: Raup rote 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


owering d fressure is imperative 


Raywolfia Segpentina's gradual tranquilizing and pro- 
longéd hypotensive effect combines with foster-acting, 
more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 
and without deranging those mechanisms which control 
blood distribution and which normally prevent postural 
hyBotension. 

Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with a minimum 
of side effects. 


Supplied: in botties of 100 and 1000 tablets, each cont mg. Rauwolfi 
Serpentina and 0.2 mg. Protoveratrines A and A (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 


PHARMACEUTICALS *Trade Mark 


VirGINIA MEpIcAL MONTHLY 
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for known standard 


To diabetics and their physicians, CLINITEST means rapid and reliable urine-sugar testing— 
standardized for accurate results every time. And now, the new streamlined model (No. 2105) 
gives your diabetics this standard test in the best looking, most efficient form. 


CLINITEST 


BRAND 


urine-sugar analysis set 


" functional: full-view test tube 


always in place 


refillable: takes either bottle 


of 36 or sealed-in-foil CLINITEST 
reagent tablets 


attractive: two-tone, neutral 


gray plastic case 


Model No. 2105 CLINITEsST Urine- 
Sugar Analysis Set contains everything 
needed for accurate standardized 
testing: bottle of 36 CLINITEsT Reagent 
Tablets, test tube, unbreakable dropper. 
color scale—instruction sheet, analysis 
record, diabetic’s identification card 


MODEL NO. 2105 


( AMES COMPANY, INC ELKHART, INDIANA 
f.\ Ames Company of Canada, Ltd., Toronto 
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A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 


which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: ‘Compazine’ 
Spansule? capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.F, 
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